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A! existência! de! um! ciclo! interdependente! entre! situações! de! pobreza! e/ou! insegurança! alimentar! e! a!
prevalência!de!doenças!crónicas!é!uma!realidade.!As!alterações!demográficas!e!a!atual!crise!económica!
têm! contribuído! para! um! agravamento! deste! ciclo.! É! consensual! que! as! doenças! crónicas! seguem! um!
gradiente! social,! sendo!mais! prevalentes! nos! grupos! da! população!mais! vulneráveis! do! ponto! de! vista!
socioeconómico.! Esta! elevada! prevalência! destas! doenças! traduz"se! em! custos! elevados! para! as!
sociedades!atuais,!tendo!repercussões!significativas!para!o!desenvolvimento!socioeconómico!dos!países!e!
comunidades,!pondo!ainda!em!causa!questões!como!as!da!sustentabilidade!do!Estado!Social.!Em!Portugal,!




A! presente! investigação! teve! como! objetivo! geral! caracterizar! a! situação! de! insegurança! alimentar! em!
agregados! familiares! portugueses,! de! modo! a! contribuir! para! o! conhecimento! sobre! as! desigualdades!
sociais!no!acesso!a!uma!alimentação!saudável.!
A! linha!metodológica!englobou! três! fases!distintas.!Numa!primeira! fase! foi!efetuado!um!diagnóstico!da!
situação!de! insegurança!alimentar!em!Portugal,! tendo!como!base!os!dados!provenientes!do!sistema!de!
avaliação! e! monitorização! da! situação! de! segurança! alimentar! –! INFOFAMÍLIA! "! um! estudo! da!
responsabilidade!da!Direção"Geral!da!Saúde,!realizado!numa!amostra!de!utentes!do!Serviço!Nacional!de!
Saúde,!durante!o!período!de!2011!a!2013.!Numa!segunda!fase,!procurou"se!obter!um!conhecimento!mais!
aprofundado! sobre! a! situação! de! insegurança! alimentar! através! de! um! estudo! qualitativo! e! identificar!
possíveis!associações!entre!a! insegurança!alimentar!e!o!comportamento!de!consumo!alimentar!e!outros!
aspetos!relacionados!com!o!estilo!de!vida!numa!amostra!de!agregados!familiares!com!crianças.!A!terceira!
fase! é! o! resultado! de! uma! reflexão! sobre! as! políticas! de! alimentação! e! nutrição! implementadas! em!
Portugal,! nomeadamente,! as! relacionadas! com! a! garantia! da! segurança! alimentar,! assim! como,! uma!
reflexão! sobre! as!principais! linhas!de!orientação!que!devem!ser! consideradas!numa!estratégia!nacional!
para!a!promoção!da!alimentação!saudável!num!período!de!crescentes!desigualdades!sociais!no!acesso!a!
uma!alimentação!saudável!e!na!saúde.!!
No! estudo! INFOFAMÍLIA,! os! dados!mais! recentes! referentes! ao! ano! de! 2013,!mostram! que! a! amostra!
estudada! apresentava! uma! elevada! percentagem! de! agregados! familiares! em! situação! de! insegurança!
face! à! alimentação! "! insegurança! alimentar! (50,7%).! Destaca"se! que! nestes! agregados! familiares! em!
situação! de! insegurança! alimentar,! se! verificou! uma! maior! prevalência! de! agregados! familiares!







encontradas! iniquidades! regionais!para!a! situação!de! insegurança!alimentar!em!Portugal,! sendo!que!os!
agregados! familiares! pertencentes! às! Regiões! de! Saúde! do! Algarve! e! de! Lisboa! e! Vale! do! Tejo!
apresentaram! um! risco! aumentado! comparativamente! aos! agregados! da! Região! de! Saúde! do! Norte,!
Centro!e!Alentejo.!
Os! achados! obtidos! pelo! estudo! na! amostra! de! agregados! familiares! com! crianças! (projeto! EPHE),!
revelaram! que! a! situação! de! insegurança! alimentar! do! agregado! familiar! se! encontra! associada! a!
diferentes! comportamentos! relativos! ao! consumo! alimentar! e! a! um! estilo! de! vida! sedentário,!








Da! reflexão! dos! principais! contributos! da! presente! investigação,! no! que! concerne! à! problemática! da!
insegurança! alimentar! na! população!portuguesa,! enunciam"se! algumas! das! linhas! de! orientação!que! se!
julgam!essenciais!na!definição!de!estratégias!na!área!da!alimentação!e!da!nutrição!e!que!tenham!como!
objetivo!central!reduzir!as!desigualdades!sociais!no!acesso!a!uma!alimentação!saudável:!o!direito!humano!
à! alimentação! adequada! no! contexto! das! políticas! públicas;! a! necessidade! de! uma! maior!
intersectorialidade!entre!as!políticas!sociais!e!de!saúde:!a!redução!das!desigualdades!socioeconómicas!e!
dos! diversos! fatores! que! as! condicionam;! a! criação! de! ambientes! promotores! de! uma! alimentação!
saudável;! o! desafio! da! modificação! dos! sistemas! alimentares;! a! capacitação! e! o! envolvimento! dos!
cidadãos! nas! atividades! de! promoção! de! uma! alimentação! saudável;! a! participação! local! e! a! sua!
capacitação! para! intervenção! comunitária! ao! nível! da! redução! das! desigualdades! sociais! e! para! a!
promoção! da! alimentação! saudável;! a! capacitação! dos! diversos! profissionais! que! pela! sua! atividade!
profissional!possam!contribuir!para!a!garantia!da!segurança!alimentar!da!população.!!
A! implementação! de! estratégias! multissectoriais! através! do! envolvimento! das! políticas! públicas! nos!
domínios!da!alimentação,!saúde,!educação,!ação!social,!agricultura,!ambiente!e!economia!e!das!políticas!
locais! e! dos! sectores! agrícola! e! agroindustrial! é! peremptória! para! o! desenvolvimento! de! políticas!















is! expected! that! a! period! of! social! inequalities! growing! and!with! high! poverty! rates,! resulting! from! the!
economic!crisis,!is!having!a!significant!impact!on!the!access!food!conditions!in!the!Portuguese!population.!
This!could!be!compromising!the!guarantee!of!food!security!for!a!large!number!of!Portuguese!households.!
The! aim!of! this! research!was! to! characterize! the! food! insecurity! situation! in! Portuguese!households,! in!
order!to!contribute!to!the!knowledge!on!social!inequalities!in!the!access!to!healthy!food.!
The!methodological!approach! included!three!different!steps.! In!the!first!step! it!was!made!a!diagnosis!of!
the!food! insecurity!situation! in!Portugal,!based!on!the!data!from!a!monitoring!and!evaluation!system!of!
food! security! situation! –! INFOFAMÍLIA! "! a! study! conducted! by! Directorate"General! of! Health,! using! a!
sample!of!users!of! the!National!Health!Service,!during! the!period!between!2011!to!2013.! In! the!second!
step,!we! tried! to!get!a!better!knowledge!of! the!situation!of! food! insecurity! through!a!qualitative! study,!
and! to! identify!possible!associations!between! food! insecurity! and! the! food! consumption!behaviour!and!
other!related!aspects!to!lifestyle!in!a!samplye!of!households!with!children.!The!third!step!is!a!result!of!a!




households! (50.7%),! in! the! sample! analysed.!We! highlight! that! in! these! households! experiencing! food!























between!social!and!health!policies:! reducing!socioeconomic! inequalities!and!associated! factors;!creating!




The! implementation!of!multisectoral! strategies! involving! the! public! policies! in! the! field! of! food,! health,!























A! pobreza! e! as! desigualdades! sociais! são! importantes! problemas! com!os! quais! as! sociedades! atuais! se!
debatem,!mesmo!nos!países!de!rendimento!mais!elevado!nos!quais!Portugal!se!insere!(1"3).!Recentemente,!
este!assunto!tem!vindo!a!assumir!uma!posição!de!maior!destaque!no!espaço!europeu,!tendo!em!conta!as!
repercussões! que! o! atual! contexto! de! crise! económica! acarreta.! É! de! esperar! que! a! atual! situação! de!
instabilidade! socioeconómica,! caracterizada! pelas! elevadas! taxas! de! desemprego,! aumento! ao! nível! da!
carga! fiscal,! redução! de! salários! e! dos! apoios! sociais! prestados! pelo! Estado,! tenha! um! impacto!
considerável!nos!índices!de!pobreza!e!desigualdades!sociais!em!Portugal.!
As! estatísticas! disponíveis! parecem! confirmar! este! cenário.! Portugal! mantém"se! como! um! dos! países!
europeus! com! maior! desigualdade! na! distribuição! de! rendimento! e! taxas! mais! elevadas! de! risco! de!
pobreza!monetária!(4).!Segundo!os!resultados!do!Inquérito!às!Condições!de!Vida!e!Rendimento!(EU"SILC),!




em! análise.! Assim,! tendo! em! conta! a! tendência! decrescente! que! se! tem! verificado! para! a!mediana! do!
rendimento!em!Portugal,!é!possível!equacionar!que!se!tenha!verificado!um!aumento!mais!acentuado,!no!




6,0! vezes! o! rendimento! dos! 20%! da! população! com! pior! situação! económica.! No! mesmo! período! de!
análise,!o!coeficiente!de!Gini2!registou!um!valor!de!34,2%,!evidenciando!um!considerável!distanciamento!
entre!os!mais!ricos!e!os!mais!pobres!na!sociedade!portuguesa!(4).!!




Dados! do! relatório! da! União! Europeia! (UE),! publicado! em! 2012,! “The! distributional! effects! of! austerity!
measures:! A! comparison! of! six! EU! countries”,! demonstram! igualmente! o! impacto! negativo! da! crise!















Da!discussão! teórica!em! torno!dos! conceitos!de!pobreza!e!de!desigualdades! sociais,!parece! importante!
distinguir!estes!dois! fenómenos!e!os!seus!consequentes! impactos!nas!populações.!A!pobreza,!apesar!da!
diversidade!de!conceitos!utilizados!para!a!caracterizar!e!de!ser!habitualmente!avaliada!através!de!medidas!
relativas! (percentagem!da! população! que! possui! rendimentos! abaixo! dos! 60%!do! rendimento!mediano!
nacional),! pode! caracterizar"se,! de! acordo! com! a! definição! da! Comissão! das! Nações! Unidas! para! os!
Direitos! Sociais,! Económicos! e! Culturais,! como! uma! “condição! humana! caracterizada! pela! privação!
sustentável! e! crónica! de! recursos,! capacidades,! escolhas,! segurança! e! poder! necessários! para! o!
aproveitamento!de!um!padrão!adequado!de!vida!e!de!outros!direitos!civis,!culturais,!económicos,!políticos!
e! sociais”! (7).! Por! sua! vez,! as! desigualdades! sociais! podem! ser! definidas! como! o! “resultado! de! uma!
distribuição! desigual,! no! sentido!matemático! da! expressão,! entre! os!membros! de! uma! sociedade,! dos!
recursos! desta,! distribuição! desigual! que! se! deve! às! estruturas! dessa! sociedade! e! que! faz! nascer! um!
sentimento,! legítimo! ou! não,! de! injustiça! entre! os! seus!membros”! (8).! Partindo! desta! conceptualização!
teórica,! é!possível! refletir! sobre!as! consequências!que!estes! fenómenos!podem! ter!no!bem"estar! social!
das!populações.!Mais!do!que!o! impacto!que!as! situações!de!pobreza!e!os! fatores!de!ordem!económica!
possam,!por!si!só!implicar,!a!existência!de!profundas!desigualdades!entre!os!diferentes!grupos!sociais!da!
população! tem! sido! apontada! por! alguns! autores! como! um! dos! fatores! fortemente! associado! aos!
principais!problemas!sociais!e!de!saúde!das!sociedades!atuais!(9).!!!
Por! um! lado,! estudos! revelam!que! as! desigualdades! sociais,! determinadas! pela! posição! relativa! que! os!
indivíduos!possuem!numa!determinada!sociedade!e!resultantes!de!uma!desigual!distribuição!de!recursos!
e! acesso! a! serviços,! têm! um! impacto! negativo! na! coesão! social! podendo! por! sua! vez! conduzir! a! uma!
menor! participação! e! inclusão! na! sociedade! dos! grupos! mais! vulneráveis! do! ponto! de! vista!
socioeconómico!(10,!11).!Por!outro,!os!efeitos!psicossociais!decorrentes!das!diferentes!posições!sociais!que!
os! indivíduos! ocupam! numa! determinada! sociedade! parecem! colocá"los! numa! situação! de! fragilidade!
quando!comparados!com!os!grupos!sociais!que!vivem!em!condições!materiais,!sociais!e!de!bem"estar!mais!
elevadas! (12).! A! menor! inclusão! social! e,! ao! mesmo! tempo,! a! maior! perceção! de! fragilidade! e! de!
inferioridade! presente! nos! grupos! mais! vulneráveis! da! população! parece! contribuir! para! a! adoção! de!
comportamentos!compensatórios!capazes!de!ter!impacto!no!acesso!a!alimentos!adequados!e!também!na!
saúde!(10,!13).!Assim,!assume"se!que!quanto!maior!for!o!distanciamento!entre!os!grupos!mais!ricos!e!mais!
pobres! de! uma! população,! maior! será! a! perceção! de! fragilidade! e! de! vulnerabilidade! nos! grupos!
socioeconómicos! mais! desfavorecidos! e! neste! sentido! maiores! serão! as! repercussões! ao! nível! dos!
problemas!sociais!e!de!saúde!das!sociedades.!!
!
Não!parecem!existir! dúvidas! quanto! ao! impacto! efetivo!que! as! situações! de!desigualdades! sociais! e! de!





situações,! estar! comprometida! a! garantia! da! segurança! alimentar! (food! security),! isto! é,! a! garantia! do!
acesso!a!alimentos!em!quantidades!suficientes,!seguros!e!nutricionalmente!adequados.!





é! universalmente! reconhecido.! A! discussão! política! em! torno! do! conceito! de! segurança! alimentar,!
enquanto!food!security,!teve!início!após!a!Primeira!Guerra!Mundial.!Contudo,!este!conceito!ganhou!uma!
maior! expressão! durante! a! década! de! 70,! aquando! da! crise! alimentar! global,! quando! as! organizações!
internacionais!se!centraram!na!garantia!da!disponibilidade!de!alimentos!e!da!estabilidade!dos!seus!preços!
(14).!!!
Assumindo"se! atualmente! como! um! conceito! multifacetado,! o! conceito! de! segurança! alimentar! foi!
incorporando! ao! longo! das! últimas! décadas! múltiplas! dimensões.! Para! além! da! disponibilidade! de!
alimentos,!a!garantia!da!segurança!alimentar!de!uma!população!implica!a!garantia!de!condições!de!acesso!
físico! e! económico! aos! alimentos,! a! garantia! da! adequação! nutricional! dos! alimentos,! bem! como,! da!
higiossanidade!dos!mesmos,!a!garantia!da!estabilidade!no!acesso!aos!alimentos,!e,!por!último,!considera!
também!a!importância!da!sustentabilidade!social,!cultural!e!ambiental!das!estratégias!que!visem!garantir!
o! acesso! aos! alimentos! (15"17).! Assim,! de! acordo! com! a! sua! definição! mais! recente,! este! conceito! é!
internacionalmente!reconhecido!como!“uma!situação!que!existe!quando!todas!as!pessoas,!em!qualquer!






2)! acesso! físico! e! económico! aos! alimentos,! sendo! esta! dimensão! influenciada! por! fatores! de! ordem!
socioeconómica!que!interferem!nas!condições!de!acesso!aos!alimentos;!!
3)! adequação! nutricional/biológica! relacionada! com! a! garantia! de! que! os! alimentos! são! seguros! para!
consumo!no!que!diz!respeito!às!condições!higiossanitárias!e!ainda!nutricionalmente!adequados;!e!
4)!estabilidade,!estando!esta!última!dimensão!relacionada!com!as!previamente!descritas,!na!medida!em!
que! garantir! a! segurança! alimentar! implica! garantir! a! disponibilidade! e! o! acesso! a! alimentos! em!




























É! neste! contexto! que! a! insegurança! alimentar! tem! vindo! a! ser! utilizada! para! avaliar! as! condições! dos!
indivíduos!perante!o!acesso!aos!alimentos.!No!entanto,!o!carácter!abrangente!deste!conceito!coloca!vários!
desafios!quando!se!pretende!avaliar!esta!condição!ao!nível!dos!agregados!familiares.!!
Apesar! de,! na! literatura,! estarem! descritos! vários! métodos! para! avaliar! a! segurança! alimentar! (food!
security)!(20,!21),!as!escalas!psicométricas!de!insegurança!alimentar,!enquanto!métodos!de!avaliação!direta,!
têm! sido! os! instrumentos! mais! frequentemente! utilizados,! em! particular! em! estudos! de! abrangência!
nacional! (20,! 22).! Estas! escalas! foram! originalmente! desenvolvidas! pelo! Departamento! de! Agricultura! dos!
Estados!Unidos!(USDA)!(23"25)!na!década!de!1990!e,!têm!sido!amplamente!adaptadas,!validadas!e!utilizadas!
no! âmbito!de! estudos!de! abrangência! nacional! por! outros!países! a! nível!mundial! (20,! 21,! 23,! 26"39).! Assim,! a!
aplicação!destas!escalas!tem"se!mostrado!válida!para!diferentes!contextos!geográficos!e!socioculturais.!A!
utilização! destes! instrumentos! têm! a! vantagem! de! medir! este! fenómeno! a! partir! da! perceção! que! os!
indivíduos! detêm! no! que! diz! respeito! à! insegurança! alimentar,! permitindo! avaliar! as! várias! dimensões!
desta!condição,!desde!a!dimensão!psicossocial!relacionada!com!a!preocupação!com!a!possibilidade!de!no!
futuro! existir! falta! de! alimentos! no! agregado! familiar! até! à! situação! em! que! os! agregados! familiares!



















































apresentam! um! padrão! alimentar! menos! consistente! com! as! recomendações! para! uma! alimentação!
saudável!(40"51).!!
Diversos! trabalhos! evidenciam! que! o! consumo! de! cereais! integrais,! carnes!magras,! pescado,! lacticínios!




alguns! micronutrientes! (42,! 47"49,! 51).! Porém,! o! baixo! consumo! de! hortofrutícolas! nos! indivíduos! de! nível!
socioeconómico! mais! baixo! é! uma! das! características! dos! seus! padrões! alimentares! mais!

















Em!Portugal, a! informação!disponível! sobre!o! consumo!alimentar!de!populações! vulneráveis! é! escassa.!
Diversos!estudos!demonstraram!uma!relação!entre!algumas!variáveis!socioeconómicas!de!forma!isolada,!
nomeadamente,!o!nível!educacional,!e!o!consumo!alimentar! (46,! 54). Moreira!&!Padrão,!sugeriram!que!os!
grupos!de! indivíduos!com!nível!educacional!mais!elevado!apresentam!uma!frequência!de!consumo!mais!
elevada!de! fruta,! hortícolas,! leite! e! pescado! e! em! contrapartida! uma!menor! frequência! de! ingestão!de!
vinho! e! refrigerantes,! quando! comparadas! com! outros! de! menor! nível! educacional! (46).! Os! dados! dos!
Inquéritos! aos!Orçamentos! Familiares,! em! Portugal,! sugerem! também! uma! associação! positiva! entre! o!
nível! educacional! e! a! disponibilidade! de! fruta,! pescado,! leite! e! bebidas! alcoólicas.! Contudo! para! a!
disponibilidade!de!hortícolas!e!cereais,!esta!tende!a!diminuir!com!o!aumento!do!nível!educacional!(54).! 
O!preço!dos!alimentos!e!a!baixa!literacia!em!alimentação!e!saúde,!enquanto!determinantes!do!consumo!
alimentar,! têm! sido! apontados! como! os! fatores! capazes! de! explicar! as! diferenças! que! se! observam! no!
consumo! alimentar! em! função! do! estatuto! socioeconómico! dos! indivíduos! (40,! 42).! O! preço! elevado! dos!
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have a lower-fat diet, lower serum cholesterol and less CHD than people in
urban areas (Gunn-Elin Bjørnboe, National Council on Nutrition and
Physic l Acti ity, Oslo, Norway, pers nal ommu ication, 2000).
The United Kingdom has a long history of monitoring dietary patterns
related to income levels, and annual food purchasing surveys have shown
that household income is consistently related to certain dietary patterns.
Families living on low incomes tend to consume less fruit and vegetables
(Fig. 1.33) (241), fish and whole-grain cereal foods and more refined cereal
foods, sweet foods, fat and oil (242). As a result, the intake of essential
nutrie ts shows a marked social gradient from poorer to richer househol s
(Table 1.5).
Fig. 1.33. Relationship of income to consumption of fresh fruits and veg-
etables and the sh  of income spent on food in the United Kingdom
Source: Department for Food, Environment and Rural Affairs (241).
Further surveys in the United Kingdom have shown that vulnerable
groups – including older people, children from manual social classes, families
claiming state benefits and children from lone-parent families – have lower
intake and lower blood levels of many vitamins and minerals than others in
the population (111,167,243). Intakes of vitamin C, folate, iron, zinc and
magnesium are well below reference levels in households with incomes below
£180 a week (the lowest income cut-off ) or in households with more than
three children or headed by a lone parent (241). Among the poorest fifth of
families, the intake of some nutrients declined over a period of 15 years:
vitamin C by 23% and beta-carotene by 47% (244).
Consumption (g per person per day)
Income spent on food






























Deciles  of net family income (per head)a



















































alimentos! de! elevado! valor! nutricional,! como! os! hortofrutícolas,! tem! sido! indicado! como! uma! das!
barreiras! para! uma! alimentação! saudável! nestes! grupos! populacionais.! Neste! sentido,! vários! são! os!
estudos! que! têm! verificado! que! padrões! alimentares! que! possuam! na! sua! constituição! maiores!
quantidades!de!hortofrutícolas!estão!associados!a!um!maior!custo!(52,!55"60).!Para!além!disso,!alimentos!com!
uma!elevada!densidade!energética,!com!elevados!teores!de!açúcar!e!gordura!de!adição!mas!de!reduzido!







de! acordo! com! características! de! ordem! social,! económica,! demográfica! e! geográfica”! (63),! têm! sido!
também!consistentemente!encontradas!na!literatura.!As!diferenças!que!se!verificam!no!estado!de!saúde!
entre!diferentes!grupos!populacionais!estão! fortemente!associados!aos!determinantes!sociais!da!saúde,!




tendo!assim!um! impacto!direto!e!significativo!na!saúde!dos! indivíduos! (64).!É!consensual!na!comunidade!
científica,!a!existência!deste!gradiente!social!ao!nível!da!saúde!das!populações,!não!só!entre!países!como!
também! entre! diferentes! grupos! populacionais! de! um! mesmo! país.! As! desigualdades! na! saúde! entre!




O!Relatório! da! Comissão! Europeia! (CE)! sobre! as! desigualdades! em! saúde!na!UE!mostra! a! existência! de!
desigualdades!na!esperança!média!de!vida!entre!os!diversos!países,!verificando"se!em!2011!uma!diferença!
de!cerca!de!11,8!anos!na!esperança!média!de!vida!entre!os!27!estados"membros!da!UE.!Os!dados!deste!
relatório! apontam! também! para! a! existência! de! disparidades! na! esperança! média! de! vida! livre! de!
incapacidade,! verificando"se!uma!diferença!de!19! anos!para!os! indivíduos!do! sexo!masculino!e!de!18,4!
para! os! indivíduos! do! sexo! feminino,! entre! os! países! da! UE! (66).! São! também! observadas! consideráveis!
diferenças!no!estado!de!saúde!dos!indivíduos!dentro!de!um!país!ou!comunidade,!em!função!de!fatores!de!
ordem!socioeconómica,!demográfica!e!geográfica.!De!acordo!com!a!mais!recente!revisão!conduzida!pela!
equipa! de! um! dos! reconhecidos! especialistas! na! área! das! desigualdades! em! saúde! "! Michael! Marmot!








verificam! ao! nível! da! prevalência! das! doenças! crónicas! mais! frequentes,! tais! como! doenças!
cardiovasculares! (68,! 69),!diabetes!tipo!2! (70,! 71),!algumas!doenças!oncológicas! (72,! 73)!obesidade!e!outras!co"
morbilidades!associadas!a!hábitos!alimentares!inadequados!(74"76).!!
!
Efetivamente,! se! por! um! lado! a! desigualdades! sociais/pobreza/insegurança! alimentar! podem! estar!
associadas! a! situações! de! desnutrição! e/ou! deficiências! em! micronutrientes,! que! por! sua! vez! estão!
associadas!a!situações!de!doença!aguda!tais!como!anemia,!menor!capacidade!do!sistema!imunológico!ou!
a!défices!cognitivos!e!de!aprendizagem!em!crianças!(77"79),!não!é!menos!verdade!que!situações!de!pobreza!
e/ou! insegurança! alimentar! são! fatores! de! risco! para! a! obesidade! e! outras! doenças! associadas! a! uma!
alimentação!inadequada.!
!














e! a! prevalência! de! pré"obesidade! aumentou! de! 13%! para! 15%! para! crianças! com! pais! com! baixo! nível!











































Para! a! população! portuguesa,! parece! também! existir! evidência! que! aponta! para! a! existência! de! um!
gradiente! social! na! prevalência! da! obesidade.! Segundo! Carmo! e! seus! colaboradores,! a! prevalência! de!
obesidade! em! indivíduos! adultos! portugueses! é! quatro! vezes! superior! nos! indivíduos! com! o! nível!
educacional!mais!baixo,!comparativamente!aos!indivíduos!de!instrução!mais!elevada!(Figura!3)!(86).!!
Um! outro! estudo! recente,! correspondente! a! uma! análise! dos! dados! provenientes! do! Quarto! Inquérito!
Nacional! de! Saúde! (2005/2006),! verificou! a! coexistência! de! insegurança! alimentar! e! de! pré"
obesidade/obesidade! numa! elevada! percentagem! de! adultos! portugueses,! sendo! que!mais! de! 1/3! dos!
adultos! em! situação! de! insegurança! alimentar! apresentavam! pré"obesidade/obesidade.! Este! estudo!
evidenciou!também!que!a!prevalência!da!obesidade!é!mais!elevada!nos!adultos!em!insegurança!alimentar,!
comparativamente!aos!adultos!em!situação!de!segurança!alimentar!(87).!!
Acredita"se! que! os! efeitos! psicossociais! decorrentes! da! existência! de! acentuadas! desigualdades! sociais!
numa! população,! referenciados! anteriormente,! como! uma! das! justificações! para! explicar! o! impacto!
significativo!que!a!posição!relativa!dos!indivíduos!na!sociedade!pode!implicar,!parece!aplicar"se!também!
para!a!associação!entre!a!insegurança!alimentar!e!a!obesidade.!Kaiser!e!seus!colaboradores,!evidenciaram!
que! mais! do! que! os! fatores! económicos,! são! os! fatores! de! ordem! social! que! estão! mais! fortemente!
implicados!na!relação!existente!entre!o!estatuto!socioeconómico!dos!indivíduos!e!o!risco!de!obesidade.!É!
também!sugerido,! que! independentemente!dos! fatores! económicos,! a! auto"perceção!que!os! indivíduos!





comportamentais,! cognitivas! e! até!mesmo! fisiológicas,! que! podem! justificar! uma!maior! vulnerabilidade!
para!esta!doença.!A!adoção!de!comportamentos!de!risco!para!a!obesidade!ou!até!mesmo!os!mecanismos!




















doenças.! Na! verdade,! nas! últimas! décadas! tem"se! vindo! a! verificar! um! aumento! exponencial! na!
prevalência!das!doenças!crónicas.!Se!por!um!lado,!o!aparecimento!e!desenvolvimento!destas!doenças!é!






com!uma!alimentação! inadequada! (baixo! consumo!de!hortofrutícolas,! elevada! ingestão!de! sódio,! baixo!
consumo!de!cereais! integrais,!baixo!consumo!de!pescado!como!fonte!de!ácidos!gordos!ómega!3!"!ácido!
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Figura 1. Evolução do consumo calórico per capita (1961-2009).
Fonte: Base de dados n  Internet da FAO (FAOSTAT)
Nível Alto Médio Alto Médio Baixo Nível Baixo



































Figura 2. Prevalência de obesidade e classe social de acordo com habilitações literárias.
Fonte: Carmo et al., 2006
Nível Alto Médio Alto Médio Baixo Nível Baixo







































De! facto! as! doenças! crónicas,! nomeadamente,! as! doenças! cardiovasculares,! as! doenças! oncológicas,! as!
doenças! respiratórias! crónicas! e! a! diabetes,! são! a! principal! causa! de! mortalidade! a! nível! mundial,!
representando!63%!de!todas!as!mortes!(91).!A!OMS!estima!também!que!48%!dos!DALY!(DALY!–!Disability!
Adjusted!Life!Years:!Número!de!anos!de!vida!perdidos!devido!a!morte!prematura!e!número!de!anos!de!
produtividade!perdidos!por! incapacidade!e!reforma!prematura)!sejam! imputáveis!a!estas!doenças! (94).!A!
nível!Europeu,!estes!dados!parecem!ser!ainda!mais!graves,! representando!as!doenças!crónicas!cerca!de!
86%!da!mortalidade!e!77%!do!peso! total!provocado!por!doença!na!população!europeia! (92).!Do!mesmo!
modo,! a! obesidade! sendo! uma! doença! crónica! e! ao! mesmo! tempo! considerada! como! um! cofator! no!
aparecimento!e!desenvolvimento!de!outras!doenças!crónicas! (95),!é!talvez!um!dos!maiores!problemas!de!
saúde! pública! das! sociedades! atuais,! o! que! justifica! que! em! 2000! tenha! sido! considerada! como! uma!



















Figura!4.!Os!20!principais! fatores!de! risco! imputáveis!à!carga! total!de!doença,!expresso!em!percentagem!dos!DALY!









GBD – attributable for 20 RF 2010 as % DALY 
15 out of 20 RF linked with nutrition and PA Lim & al. 2012 






















































35%! quando! se! inclui! a! pré"obesidade! e! a! obesidade! nesta! equação! (99).! Neste! contexto,! as! doenças!







crianças! do! sexo! feminino! com! idades! compreendidas! entre! os! 2! e! os! 5! anos! apresentam! sobrecarga!
ponderal!(pré"obesidade!+!obesidade)! (102).!Para!os!adolescentes!com!idade!compreendida!entre!os!11!e!

























Dada!a!magnitude!deste!problema,! as!doenças! crónicas! apresentam!custos!económicos!e! sociais!muito!
elevados!para!as!sociedades!atuais.!Para!além!da!sobrecarga!económica!que!a!elevada!prevalência!destas!
doenças!representa!para!os!sistemas!de!saúde,!o!seu!impacto!estende"se,!influenciando!em!larga!escala!o!
sector! produtivo! e! da! segurança! social,! sendo! uma! das! importantes! causas! ao! nível! da! redução! da!




Doenças Cérebro-CarDiovasCulares em números
2. Taxas de Mortalidade por Doenças 
Cardiovasculares
1DVGXDV¼OWLPDVG«FDGDVYHULȴFDVHJOREDOPHQWHQDSRSXOD©¥RSRU-
tuguesa uma notória redução da taxa de mortalidade por doenças car-
diovasculares ou doenç s do aparelho circulatório.
Apesar desta tendência, oposta à que ocorre com a progressão das 
doenças oncológicas, as doenças do aparelho circulatório são ainda a 
principal causa de morte em Portugal, e em todos os países europeus.
Figura 2-1. Percentage  de óbitos pelas principais causas de morte no total 
GDVFDXVDVGHPRUWHHPb3RUWXJDO








às! doenças! oncológicas,! doenças! cardiovasculares,! doenças! respiratórias! crónicas,! diabetes! e! doenças!
mentais!sejam!de!5,8!triliões!de!dólares.!Este!relatório!sugere!também!que!o!custo!do!número!de!anos!
perdidos!devido!às!doenças!crónicas!vai!duplicar!entre!2010!e!2030,!de!22,8!para!43,3!triliões!de!dólares!
(108).! No! que! diz! respeito! aos! custos! imputáveis! à! obesidade,! na! Europa,! estima"se! que! os! custos! desta!
patologia!representem!cerca!de!2!"!8%!do!total!de!custos!em!saúde,!isso!sem!contabilizar!os!seus!custos!
indiretos!(95).!Em!Portugal,!os!custos!indiretos!totais!da!obesidade!foram!também!estimados!em!2002,!em!
199,8! milhões! de! euros.! A! mortalidade! contribuiu! com! 58,4%! deste! valor! (117! milhões! de! euros)! e! a!
morbilidade!com!41,6%!(83!milhões!de!euros)!(109).!!









ano,! correspondentes! a! perdas! ao! nível! da! produtividade,! cerca! de! 20"32! biliões! de! libras! por! ano!





insegurança! alimentar! e! a! prevalência! de! doenças! crónicas,! onde! variáveis! como! as! alterações!
demográficas!e!a!atual!crise!económica!têm!contribuído!para!um!agravamento!deste!problema.!Se!por!um!
lado!as!doenças! crónicas! seguem!um!gradiente! social,! sendo!mais!prevalentes!nos!grupos!da!população!
mais! vulneráveis! do! ponto! de! vista! socioeconómico,! também! não! é! menos! verdade! que! a! elevada!
prevalência! destas! doenças! representa! custos! elevados! para! as! sociedades! atuais,! tendo! repercussões!
significativas!para!o!desenvolvimento!socioeconómico!dos!países!e!comunidades,!pondo!mesmo!em!causa!
questões! como! as! da! sustentabilidade! do! Estado! Social.! Na! verdade,! como! demonstram! os! estudos!
previamente! descritos,! parece! existir! uma! associação! muito! consistente! entre! desigualdades!
sociais/pobreza/insegurança!alimentar!e!as!doenças!crónicas.!Por!sua!vez,!estas!doenças!pelo!seu!carácter!


































aumento! das! despesas! com! produtos! alimentares! nos! agregados! familiares! portugueses,! de! 16,9! para!
18,2%! (111).!De!acordo!com!o!Eurostat,!em!2011,!Portugal!ocupava!um!dos!primeiros! lugares!no!que!diz!
respeito! aos! países! que! apresentam! maiores! percentagens! dos! orçamentos! familiares! gastos! em!
alimentação!(16,9%)!(Figura!7)!(112).!Salienta"se!o!facto!desta!estatística!ser!frequentemente!utilizada!como!
um!possível!indicador!de!desigualdades!no!acesso!à!alimentação,!sendo!que!os!indivíduos!dos!países!mais!
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The impact of the crisis greatest in the Baltic countries and Greece 
Turning to an analysis of country-specific data, this 
article can only highlight a few salient facts. Figure 
8 shows that southern and eastern Member States 
generally spent a higher than average proportion on 
food and non-alcoholic beverages. Indeed, this 
share is largest in Latvia and Estonia, with 20 %, 
but below 10 % in Luxembourg, the United 
Kingdom and Austria. On the other hand, the 
combined share of actual and imputed housing 
rentals is generally lower in these countries, 
ranging from 7 % in Poland to 15 % in the Czech 
Republic, in comparison with up to 23 % in 
Finland.  
Figure 8: Cross-country comparison of final consumption expenditures on food and housing in 2011 
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Food and non-alcoholic beverages actual and imputed rentals for housing  
Source: Eurostat (online data code:  nama_co3_c).  
Figure 9 shows that expenditures in 2009 fell most 
in Latvia (-21.4 %), Lithuania (-16.6 %) and 
Estonia (-13.3 %), while cumulative losses over 
2008-2011 progressively increased to 15.3 % for 
Greece in connection with a deepening recession. 
Greece is also the country where consumption 
contracted most in 2011 (-7.1 %), while decreases 
in the United Kingdom, Slovakia, Ireland, 
Denmark and Spain were more moderate (between 
-0.8 % and -0.3 %) and consumption recovered in 
the other Member States. Data for Bulgaria, Spain, 
Lithuania and Romania for 2011 were not available 
when preparing this report. 
Figure 9: Impact of the crisis on final household consumption expenditure  























































S gundo!dados!do!Eurobaróm tro!(2011)!“Monitoring!the!soci l!impact!of!the!crisis:!public!perceptions!in!
the!European!Union:!Wave!5”,!o!impacto!da!crise!económica!estendeu"se!também!às!condições!de!acesso!





saúde! pública,! na! medida! em! que! as! desigualdades! no! acesso! a! uma! alimentação! saudável! têm!
certamente!contribuído!para!a!existência!de!profundas!desigualdades!em!saúde,!nomeadamente!ao!nível!
das!doenças!crónicas!associadas!à!alimentação.!Assim,!o!problema!da!insegurança!alimentar!e!a!existência!
de! desigualdades! na! saúde! atribuídas! a! fatores! de! ordem! socioeconómica,! são! atualmente! um! dos!
principais!desafios!para!a!intervenção!na!área!da!saúde!pública.!
!
Os! diversos! documentos! estratégicos! recentemente! publicados! pela! OMS! e! pela! CE,! que! orientam! a!
formulação!de!políticas!de!saúde,!designadamente!aquelas! relacionadas!com!a!alimentação!e!nutrição!e!
com! a! prevenção! e! controlo! das! doenças! crónicas! –! “Health! 2020:! Policy! framework! and! strategy”! (114),!
“Action! Plan! for! the! Implementation! of! the! European! Strategy! for! the! Prevention! and! Control!
Noncommunicable! Diseases! 2012c2016”! (92),! “Vienna! Declaration! on! Nutrition! and! Noncommunicable!
Diseases! in! the! context! of!Health! 2020”! (115),! “European! Food!and!Nutrition!Action!Plan!2015c2020”! (116),!
“Report! of! Health! Inequalities! in! the! European!Union”! (66)! "! consideram! a! redução! das! desigualdades! na!
saúde! como! um! dos! seus! principais! eixos! estratégicos.! Em! todos! estes! documentos! é! sublinhada! a!
necessidade!de!considerar!a!diminuição!das!assimetrias!no!acesso!a!alimentos!de!boa!qualidade!nutricional!
e! das! doenças! influenciadas! pelo! consumo! alimentar! nas! populações! mais! vulneráveis! como! um!







redução! das! desigualdades! na! saúde! como! um! elemento! potenciador! do! crescimento! económico! (117).!
Efetivamente,! as! questões! relacionados! com! a! redução! das! assimetrias! no! acesso! a! uma! alimentação!
saudável! e! das! desigualdades! em! saúde! têm,! recentemente,! ocupado! um! lugar! central! nas! políticas! de!






No! entanto,! na! generalidade! dos! países! Europeus,! dos! quais! Portugal! não! é! exceção,! as! questões!
relacionadas! com!a! garantia! da! segurança! alimentar! têm! sido!pouco!debatidas! no! seio! das! políticas! de!
saúde!e!também!na!intervenção!política!na!área!da!ação!social.!Do!mesmo!modo,!nos!países!europeus,!os!
sistemas!de!informação!na!área!da!alimentação,!nutrição!e!saúde,!não!têm!tradicionalmente!considerado!
a! insegurança! alimentar! com! um! indicador! importante! a! monitorizar.! Em! Portugal,! até! muito!
recentemente! poucos! estudos! têm! sido! realizados! com!o!objetivo! de! avaliar! a! situação!de! insegurança!
alimentar!na!população!portuguesa!(119,!120).!
A! criação!de! sistemas!de!monitorização!da! situação!de! insegurança!alimentar!da!população!portuguesa,!
em! particular! num! período! marcado! por! uma! forte! instabilidade! socioeconómica! como! a! que! Portugal!
atravessa,! torna"se! necessária! para! sustentar! o! desenvolvimento! e! a! implementação! de! estratégias!
políticas! multisectoriais! que! sejam! capazes! de! lidar! com! problemas! tão! complexos! com! os! quais! nos!
confrontamos!na!atualidade.!!
!
Assim! sendo,! face! ao! cenário! socioeconómico,! demográfico!e! epidemiológico!no!qual! Portugal! se! insere!
atualmente!e,!tendo!em!conta,!as!recomendações!presentes!nos!documentos!estratégicos!da!OMS!e!da!CE,!







em! saúde! na! medida! em! que! pode! comprometer! a! situação! de! segurança! alimentar! (food!
security)!dos!agregados!familiares!portugueses;!
" As!doenças! crónicas! e! a!obesidade! como!um!dos!mais! sérios!problemas!de! saúde!pública! com!






" A! existência! de! um! gradiente! social! na! prevalência! das! doenças! crónicas,! tendo"se! vindo! a!
observar! um! crescimento! mais! acentuado! destas! patologias! em! indivíduos! em! situação! de!
vulnerabilidade!socioeconómica;!
" O! reconhecimento! da! importância! da! redução! das! desigualdades! em! saúde! na! agenda! das!
políticas!públicas,!nomeadamente,!nas!que!dizem!respeito!à!prevenção!e!controlo!das!doenças!
crónicas! associadas! à! alimentação,! tendo! em! conta! o! seu! significativo! impacto! no!
desenvolvimento!socioeconómico!dos!países!e!das!comunidades;!!
" A! necessidade! premente! de! criar! sistemas! de! informação! em! saúde! que! permitam! avaliar! e!
monitorizar!de!forma!contínua!a!magnitude!deste!problema!em!Portugal,!identificando!os!grupos!
de!risco!bem!como!os!principais!determinantes!e!fatores!associados;!
" A! importância! e! premência! de! definir! e! implementar! estratégias! políticas! que! visem! reduzir! as!
















(i)! validar!uma!escala!psicométrica!de!avaliação!da! situação!de! insegurança!alimentar!para!a!população!
portuguesa!(Artigo!1,!Capítulo!II);!
(ii)! propor! uma! metodologia! que! permita! monitorizar! e! avaliar! o! impacto! de! fatores! de! ordem!
socioeconómica! no! consumo! alimentar! das! populações,! em! estudos! de! abrangência! nacional! (Artigo! 2,!
Capítulo!II);!
(iii)! avaliar! a! prevalência! de! insegurança! alimentar! numa! amostra! de! agregados! familiares! portugueses!
durante!o!período!de!crise!económica,!nomeadamente,!durante!o!Programa!de!Assistência!Financeira!do!
Fundo!Monetário!Internacional!em!Portugal!(2011"2013)!(Artigo!1!e!2,!Capítulo!III);!
(iv)! identificar! os! determinantes! socioeconómicos,! demográficos! e! respetivos! grupos! de! risco! para! a!
situação!de!insegurança!alimentar!numa!amostra!da!população!portuguesa!(Artigo!2,!Capítulo!III);!
(v)! identificar! possíveis! associações! entre! a! insegurança! alimentar! e! o! comportamento! de! consumo!
alimentar! e! outros! aspetos! relacionados! com! o! estilo! de! vida! numa! amostra! de! agregados! familiares!
portugueses!com!crianças!(Artigo!1,!Capítulo!IV);!



















como! base! os! dados! provenientes! do! sistema! de! avaliação! e! monitorização! da! situação! de! segurança!
alimentar! –! INFOFAMÍLIA:! Estudo! de! avaliação! da! segurança! alimentar! e! outras! questões! de! saúde!
relacionadas! com! condições! económicas! em! agregados! familiares! portugueses! "! um! estudo! de!
abrangência! nacional! e! da! responsabilidade! da! Direção"Geral! da! Saúde,! realizado! numa! amostra! de!
utentes! do! Serviço! Nacional! de! Saúde,! nomeadamente,! dos! Cuidados! de! Saúde! Primários,! durante! o!
período!de!2011!a!2013!(Artigos!1!e!2,!capítulo!II).!
!
Para! além! deste! diagnóstico! e,! tendo! em! conta! a! inexistência! de! um! instrumento! validado!




Numa! segunda! fase,! procurou"se! obter! um! conhecimento! mais! aprofundado! sobre! a! situação! de!
insegurança! alimentar,! bem! como,! identificar! possíveis! associações! entre! a! insegurança! alimentar! e! o!
comportamento!de!consumo!alimentar!e!outros!aspetos!relacionados!com!o!estilo!de!vida.!!
!
Considerando!a!vulnerabilidade!para!a! situação!de! insegurança!alimentar!dos!agregados! familiares! com!
crianças,! foi! também! objeto! de! estudo! desta! investigação! avaliar! a! associação! entre! a! situação! de!
insegurança! alimentar! e! diversos! comportamentos! associados! ao! balanço! energético! em! crianças,! bem!












Sendo! a! insegurança! alimentar! um! fenómeno! complexo! e,! com! o! objetivo! de! obter! um! conhecimento!
mais!aprofundado!sobre!o!comportamento!de!consumo!alimentar,!bem!como,!das!estratégias!para!lidar!
com! o! problema! da! insegurança! alimentar! utilizadas! pelas! famílias! em! situação! de! vulnerabilidade!
socioeconómica,! foi! conduzido! um! estudo! utilizando! metodologias! de! abordagem! qualitativa,! numa!
amostra!de!agregados! familiares! residentes!em!empreendimentos!de!habitação! social,! do!município!de!
Vila!Nova!de!Gaia!(Artigo!1,!Capítulo!V).!
!
Numa! terceira! fase! apresentam"se! alguns! artigos! que! refletem! uma! análise! sobre! as! políticas! de!
alimentação!e!nutrição! implementadas!em!Portugal,!nomeadamente,!as! relacionadas!com!a!garantia!da!
segurança!alimentar,! assim!como,!uma! reflexão! sobre!as!principais! linhas!de!orientação!que!devem!ser!





1.Questionário! de! validação! da! escala! de! insegurança! alimentar! utilizada! no! INFOFAMÍLIA! (Artigos! 1,!
Capítulo!II)!(ANEXO!1);!
2.!Questionário!aos!pais!do! comportamento!das! crianças!no!que!diz! respeito!aos!hábitos!alimentares!e!
outros!aspetos!relacionados!com!o!estilo!de!vida!(Artigo!1,!Capítulo!IV)!(ANEXO!2);!
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In the austerity age, the monitoring of food insecurity became a priority action for food and nutrition policies in Portugal. The 
Directorate-General of Health had already implemented an annual food insecurity monitoring system, since 2011. As recommended by 
international researches, the household food insecurity assessment was carried out by an adapted version of the USDA Household 
Food Security Scale. This study aims to access the validity of the Household Food Security Scale used in the national food insecurity 
survey – INFOFAMÍLIA - in a sample of Portuguese households. This study was conducted in a convenience sample of 30 subjects in 
the Greater Metropolitan Area of Porto, between May and June 2012. A semi-structured interview was applied to collect data 
regarding to socioeconomic characterization and data on food consumption. Cronbach’s alpha was used to evaluate the internal 
validity and, external validity was obtained by comparing household food insecurity score with its potential associated factors. 
Cronbach’s alpha was 0.742 for all the items of household food insecurity scale and 0.865 for adult/household-related items of the 
scale. Household food insecurity was positively associated with a lower educational level of the respondent (p=0.009), lower 
household’s (p=0.003) and per capita (p=0.000) income and with a higher number of unemployed in the household (p=0.024). 
Regarding to food consumption, household food insecurity was negatively associated with protein (p=0.002), with fibre soluble 
(p=0.040) and omega 3 (p=0.032) intakes and, positively associated with carbohydrate intake (p=0.001), with fruit (p=0.020) and 
vegetables (p=0.020) consumption. Our findings suggest that Household Food Insecurity Scale used by the Directorate-General of 
Health, in INFOFAMÍLIA Survey, seem to be a valid tool to evaluate and monitor this situation in Portugal. 
 





The reduction of social inequalities in health and diet became a 
priority action for food and nutrition policies at European level 
(1). This reflects, at least, the growing of scientific evidence 
suggesting the existence of a consistent social gap in diet and 
diet-related non-communicable diseases (2-4) and, at the same 
time, the increasing of poverty and social inequalities 
indicators (5), as a result of the global financial crisis. Actually, 
in Portugal, the increasing of poverty and social inequalities (6) 
might compromise food security of the population, which was 
defined by the World Food Summit in 1996 as a situation that 
exists “when all people at all times have physical and economic 
access to sufficient, safe and nutritious food to meet dietary 
needs and food preferences for an active and healthy life” (7). 
According to this economic, social and epidemiological 
context, the monitoring of household food insecurity in 
Portugal seems to be crucial, in order to evaluate the magnitude 
of the problem, to identify populations at a high risk and to 
facilitate planning and targeting policy decisions to minimize 
the negative impacts of food insecurity in individual’s 
nutritional and health status.  
Different methodologies to measure household food insecurity 
are described in the literature, nevertheless, household food 
insecurity scales with psychometric properties are one of the 
most common methods applied in national surveys (8). This 
methodology was developed in the early 90’s by the United 
States Department of Agriculture (USDA), which has been 
applied by the US Census since 1995 (9). The development of 
this scale had resulted from experience of the qualitative 
studies conducted by researchers from University of Cornell 
and from the Community Childhood Identification Project (10). 
The USDA Household Food Security Scale measure the 
individuals’ perception related to food access and cover the 
multidimensionality of food insecurity concept. Indeed, the 
items of the food insecurity scale cover different conditions, 
experiences and behaviours that are known as common in food-
insecure households, such as: a) anxiety about the lack of food 
to meet dietary needs; b) the experience of running out of food 
because of lack of money to buy more; c) the respondent 
perception about an inadequate diet pattern, in quantity and/or 
quality; d) reduction of food intake by adults and children in 
the household and the consequently physical sensation of 
hunger (11, 12). This tool was also developed based on the fact 
that food insecurity is a managed process in which families try 
to mitigate the negative outcomes of this condition, 
experiencing sequenced levels of severity of food insecurity 
(13-15). Taking into account the range of severity of food 







three subsequent food insecurity categories: a) low food 
security, defined as a situation that exist when individuals 
reported at least anxiety about lack of food to meet dietary 
needs or when coping strategies to deal with economic and 
food constraints induce changes on diet quality; b) moderate 
food insecurity, expressing food intake reduction and changes 
on eating patterns due to economic difficult to have access to 
food in the adults of the household and c) severe food 
insecurity as a situation that exist when the adults of the 
households experienced the physical sensation of hunger or 
when households with children reported a reduction of 
children’s food intake (8, 16). 
During the last decade, considering the simplicity of the USDA 
Household Food Security Scale, a large number of low- and 
high-income countries have validated and used adapted 
versions of this tool (17-21). Brazil is one of these countries 
that have already developed and validated an adapted version 
of the USDA Household Food Security Scale (17) and has 
implemented a monitoring system at national level (22). 
Portugal, until the date, had not adopted a valid instrument to 
evaluate and monitor household food insecurity of the 
Portuguese population and few studies have been conducted in 
this field (23, 24). However, recently, the development of a 
valid, reliable and simple method to measure food insecurity 
was considered as a priority action of the National Program for 
Healthy Eating Promotion (PNPAS) (25). In that sense, in 
2011, Directorate-General of Health (DGS, Portugal) 
developed an adapted version from the Brazilian Food 
Insecurity Scale (26). Despite the fact, that USDA Household 
Food Security Module has been validated for different 
geographic and socioeconomic contexts and for different 
population groups, it is important to assess the validity of this 
scale in Portugal. 
The purpose of this study is to access the validity of the 
Household Food Insecurity Scale, used by DGS, in a sample of 




The methodology presented in this study was based on the 
validity criteria recommended and applied by Frongillo (27) 
and Pérez-Escamilla (17).  
Considering that this study aims to validate the methodology 
applied by the national food insecurity survey in Portugal – 
INFOFAMÍLIA Survey – our study was conducted using the 
same population and the same methodological approaches. The 
INFOFAMÍLIA Survey is a cross-sectional study carried out in 
a sample of users of primary health care (Health Centres). This 
survey has being applied once a year since 2011, and data are 
collected by nurses in primary health care. The validation study 
of INFOFAMÍLIA questionnaire was carried out during the 






The Greater Metropolitan Area of Porto was chosen to be the 
setting for testing the validity of food insecurity scale used in 
Portugal. In this geographic area, two cities were chosen – 
Porto and Maia – in order to have some variability regarding to 
the socioeconomic characteristics of the sample. A convenience 
sample of 30 subjects was selected by a cross-sectional 
stratified random selection. This study was conducted between 
May and June, in 2012.  
The subjects gave verbal consent for their participation in the 






The methodology of this study used two complementary data 
collection approaches: 1) first of all, the nurses in primary care 
in health centres applied the original questionnaire for the 
assessment of household food insecurity used in Portugal 
(INFOFAMÍLIA questionnaire), 2) secondly, a semi-structured 
interview were conducted by a trained nutritionist, using an 
instrument designed for the validity. The validity instrument 
included socioeconomic and demographic data (age, sex, 
highest level of education, occupational status, nationality, 
household size, monthly household income, monthly 
expenditure on food and information regarding to food 
assistance or other social benefits), dietary data (24 hour 
dietary recall) and anthropometric measures (weight and 
height). Information regarding to the respondent understanding 
of the questions presented on the original questionnaire of 
household food insecurity assessment were also collected. This 
information was used to make adaptations on the household 
food insecurity scale. 
The household food insecurity scale used in Portugal was 
presented in Table 1, which represents a psychometric scale 
adapted from the Brazilian Food Insecurity Scale (26). This 
tool measures both quantitative and qualitative components of 
food insecurity during the last three months. A score ranging 
from 0 to 14 was obtained as a result of the total number of 
affirmative responses (Table 2). According to this score, the 
households were classified in four different categories of food 
insecurity: food security, low food insecurity, moderate food 
insecurity and severe food insecurity (Table 3). A panel of 
experts make little changes in the Brazilian Food Insecurity 
Scale in order to adapt the language, phrases and definitions to 
the Portuguese context and to ensure that questions were 
understood correctly. However, only slight changes were made. 
Regarding to the food composition data, macronutrient and 
micronutrient intake data estimated by the 24 hour dietary 
recall were analysed by software Food Processor ®.  
 
Statistical analysis  
 
Data were analysed using the IBM SPSS statistical software 
version 21. Internal consistency of the scale was assessed using 
Cronbach’s alpha. A Cronbach’s alpha of 0.7 or higher was 









using Spearman’s correlation to compare socioeconomic 
characteristics and food consumption data with the food 
insecurity score. Mann-Whitney test was also used to compare 
means between two different household food security groups, 
according socioeconomic characteristics and to food 
consumption and nutrient intake data. 
 
Table 1. Household Food Insecurity questionnaire items. 
 
Adapted from: Instituto Brasileiro de Geografia e Estatística. Pesquisa Nacional 
por Amostra de Domicílios. Diretoria de Pesquisas, Coordenação de Trabalho e 
Rendimento. 2009. 
Table 2. Cut-off points for Household Food Insecurity Score. 
 
Adapted from: Instituto Brasileiro de Geografia e Estatística. Pesquisa Nacional 








Table 3. Definition of Food Insecurity levels. 
Adapted from: Instituto Brasileiro de Geografia e Estatística. Pesquisa Nacional 






Sample characteristics - Socioeconomic and demographic 
sample characteristics and household food insecurity 
classification  
 
Household food insecurity scores ranged from 0 to 8 and the 
mean of food insecurity score was 1.37 (sd 2.16), where higher 
score represents high food insecurity. In this sample it was 
found a prevalence of 56.7 percent of food security, 30.0 
percent of low food insecurity, 6.7 percent of moderate food 
insecurity and 6.7 percent of severe food insecurity. The 
socioeconomic and demographic characteristics of sample are 
described in Table 4. 
Table 4. Socioeconomic and demographic characteristics of 
sample (n=30). 
Socioeconomic and demographic sample characteristics 
 Percentage (%) n 
Sex 70,0 21 
    Female 30,0 9 
    Male   
Highest level of respondent education   
    No education 3,3 1 
    Primary – 1st cycle (1st to 4th grade) 36,7 11 
    Primary – 2nd cycle (5th-6th grade) -- -- 
    Primary – 3rd cycle (7th-9th grade) 6,7 2 
    Secondary School (10th-12th grade) 20,0 6 
    High-school diploma 33,3 10 
Respondent occupational status   
    Employed 33,3 10 
    Housewife 3,3 1 
    Student 6,7 2 
    Retired  33,3 10 
    Unemployed  23,3 7 
Household size   
    1 10,0 3 
    2 30,0 9 
    3 23,3 7 
    4 23,3 7 
    5 or more 13,3 4 
Number of household members with 
income 
  
    1 43,3 13 
    2 50,0 15 
    3 3,3 1 
    4 3,3 1 
Households with children    
   Yes 33,3 10 




Food Security Households show access at all times to enough food for an active 
and healthy life. 
Low Food 
Insecurity 
Households reported at least anxiety about lack of food to meet 
dietary needs. In this level, coping strategies to lead with 
economic and food constraints can also have an impact on the 




Adults in the household reported food intake reduction and 
changes on eating patterns due to economic difficult to have 
access to food. 
Severe Food 
Insecurity 
At this level, households without children experienced the 
physical sensation of hunger and households with children 
reported a reduction of children´s food intake. 
Household Food Insecurity questionnaire items 
1 During the last 3 months, were worried that you would run out of food 
before being able to buy or receive more food?  
2 During the last 3 months, did you run out of food before having money to 
buy more?  
3 During the last 3 months, did you run out of money to have a healthy and 
varied diet? 
4 During the last 3 months, did you have to consume just few foods because 
you ran out of money? 
5 During the last 3 months, did you or any adult ever have to skip a meal 
because there wasn´t enough money to by food? 
6 During the last 3 months, did you or any adult eat less than what you thought 
you should because there wasn´t enough money to buy food? 
7 During the last 3 months, did you or any adult ever feel hungry but didn´t eat 
because there wasn´t enough money to buy food? 
8 During the last 3 months, did you or any adult ever go without eating for a 
whole day or have just 1 meal in  whole day because there wasn´t enough 
money to buy food?  
9 During the last 3 months, children/adolescents are enable to have a healthy 
and varied diet because you didn´t have enough money? 
10 During the last 3 months, children/adolescents ever have to eat just some 
foods that are available at home because you didn´t have enough money? 
11 During the last 3 months, children/adolescents eat less than what you 
thought they should because there wasn´t enough money to buy food? 
12 During the last 3 months, children/adolescents ever reduce the size of meals 
because there wasn´t enough money to buy food? 
13 During the last 3 months, children/adolescents ever have to skip a meal 
because there wasn´t enough money to by food? 
14 During the last 3 months, children/adolescents ever feel hungry but didn´t 
eat because there wasn´t enough money to buy food? 
Food Security Level 






Food Security 0 0 
Low Food Insecurity 1-5 1-3 
Moderate Food Insecurity 6-9 4-5 







Internal consistency of the Household Food Insecurity Scale 
 
The internal consistency, analysed by Cronbach’s α coefficient, 
was conducted for the all items of the household food 
insecurity scale (adult/household-related items and child-
related items) and separately for the adult/household-related 
items of the scale. A Cronbach’s α coefficient of 0.742 was 
found when we analyse all the items of the scale and 0.865 for 
the analysis just with adult/household-related items of the 
scale. We did not the analysis separately for the child-related 
items of the scale, since our sample presented low percentage 
of households with children (33.3%, n=10). 
 
Criterion of validity: External validity with factors associated 
with household food insecurity  
 
Table 5 shows the Spearman’s correlation coefficients between 
socioeconomic characteristics and score obtained through the 
results of household food insecurity scale. Food insecurity 
status was significantly and inversely associated with the 
household monthly income (p=0.003), per capita monthly 
income (p=0.000), respondent educational level (p=0.009) and 
was positively associated with the number of unemployed in 
the household (p=0.024). Figure 1 shows the food insecurity 
score curve across per capita monthly income.  
Table 5. Bivariate correlations between socioeconomic 
characteristics and household food insecurity scale score 
(n=30). 
 
      *p<0.05, **p<0.001 
        P value according to the Spearman´s coefficient 
 
 
Figure 1. Food Insecurity score curve across per capita 
monthly income (n=30). 
External validity with food consumption factors associated with 
household food insecurity 
 
Table 6 shows the Spearman’s correlation coefficients between 
nutrient intakes and score of household food insecurity scale. 
Food insecurity status was significantly and inversely 
associated with the percentage of protein (p=0.002), fibre 
soluble intake (p=0.040) and with omega 3 intake (p=0.032). A 
significantly positively association was found between food 
insecurity status and the percentage of carbohydrate (p=0.001). 
Table 6. Bivariate correlations between nutrient intake and 
household food insecurity scale score (n=30). 
 Food Insecurity 
Scores 
Nutrient intake  Correlation 
coefficient 
    Energy (kcal) 0.098 
    Protein (g) -0.104 
    Protein (%) -0.547* 
    Carbohydrate (g) 0.358 
    Carbohydrate (%) 0.573* 
    Fibre - total (g) -0.082 
    Fibre – soluble (g) -0.378* 
    Fat (g) -0.018 
    Fat (%) -0.298 
    Vitamin A (IU) -0.226 
    Thiamine (mg) -0.118 
    Niacin (mg) -0.041 
    Vitamin B6 (mg) -0.267 
    Vitamin B12 (µg) -0.222 
    Vitamin C (mg) -0.259 
    Vitamin D (IU) -0.316 
    Dietary Folate Equivalents (µg) -0.339 
    Iron (mg) -0.016 
    Omega 3 -0.392* 
*p<0.05 
  P value according to the Spearman´s coefficient 
 
Mean intake of carbohydrate was higher in food insecure 
households. The mean of the percentage of protein was 
significantly lower in food insecure households, and the mean 
of the percentage of carbohydrate was higher in food insecure 
households. Energy, fat and micronutrients intake were not 
significantly different between households according to food 
insecurity status (Table 7). 
Table 7. Mean and SD of nutrient intakes according to 
household food insecurity status (n=30). 
*p<0.05 
  P value according to the Mann-Whitney test 
 
Table 8 shows the Spearman’s correlation between 
consumption of foods of different food groups (bread and 
cereals, vegetables, fruit, meat, fish and eggs and milk and 
diary products) and the score of household food insecurity 
 Food Insecurity 
Scores 
Socio-economic characteristics  Correlation 
coefficient 
    Household monthly income -0.560* 
    Per capita monthly income -0.646** 
    Respondent educational level -0.470* 
    Household size 0.250 
    Number of household members with income -0.216 
    Number of children in household 0.060 
    Number of elder in household -0.190 
    Number of unemployed in household 0.412* 
    Number of professional active in household -0.014 
    Income spent on food -0.098 
    Food assistance 0.231 
 Food Secure  
(n=17) 
Food Insecure  
(n=13) 
 
Nutrient intake  Mean SD Mean SD P value 
    Energy (kcal) 1971.45 775.87 2252.56 741.14 0.263 
    Protein (g) 94.29 33.21 90.41 34.38 1.000 
    Protein (%) 20.39 4.53 15.94 2.72 0.002* 
    Carbohydrate (g) 221.12 97.27 287.85 71.54 0.020* 
    Carbohydrate (%) 46.15 5.26 53.77 8.51 0.006* 
    Fibre - total (g) 14.40 8.33 15.03 6.68 0.934 
    Fibre – soluble (g) 2.44 1.78 1.30 1.02 0.053 
    Fat (g) 67.73 28.72 75.90 40.88 0.536 
    Fat (%) 31.55 5.16 29.33 7.22 0.363 
    Vitamin A (IU) 2058.81 1722.07 2198.13 3144.58 0.408 
    Thiamine (mg) 0.78 0.53 0.93 0.78 0.967 
    Niacin (mg) 20.53 10.97 20.45 8.64 0.869 
    Vitamin B6 (mg) 1.38 1.02 1.18 0.82 0.408 
    Vitamin B12 (µg) 11.46 19.91 8.17 18.03 0.263 
    Vitamin C (mg) 76.91 60.16 63.03 47.50 0.432 
    Vitamin D (IU) 81.66 114.31 92.71 229.78 0.203 
    Dietary Folate Equivalents (µg) 218.77 261.25 124.86 106.22 0.198 
    Iron (mg) 11.50 8.31 12.47 9.28 0.742 









scale. Food insecurity was inversely associated with vegetables 
(p=0.020) and fruit (p=0.020) consumption. 
Table 8. Bivariate correlations between food groups and 
household food insecurity scale score (n=30). 
 Food Insecurity Scores 
Food groups  Correlation coefficient 
    Bread and cereals (g) 0.316 
    Vegetables (g) -0.423* 
    Fruit (g) -0.422* 
    Protein food groups (g) -0.351 
         Meat (g) -0.365 
         Fish (g) 0.061 
         Eggs (g) -0.222 
    Milk and diary products (g) -0.038 
           *p<0.05 
            P value according to the Spearman´s coefficient 
 
According to Table 9, consumption of vegetables and fruit was 
lower in food insecure households than in food secure 
households. There is also a tendency for a lower consumption 
of protein food groups, milk and diary products, as well as, a 
tendency for a higher consumption of bread and cereals in food 
insecure households comparing to food secure households, but 
the differences between the two groups were not statistically 
significant (Table 9).   
Table 9. Mean and SD of food groups according to household 
food insecurity status (n=30). 
 Food Secure  
(n=17) 
Food Insecure  
(n=13) 
 
Food groups  Mean SD Mean SD p 
value 
Bread and cereals (g) 298.97 159.29 446.89 222.57 0.072 
Vegetables (g) 319.49 237.68 128.99 151.70 0.012
* 
Fruit (g) 349.80 289.24 161.38 203.04 0.031
* 
Protein food groups (g) 240.24 97.02 173.66 100.11 0.133 
         Meat (g) 148.92 89.58 104.84 82.03 0.113 
         Fish (g) 85.54 102.26 68.82 73.82 0.805 
         Eggs (g) 7.76 23.26 -- -- 0.592 
Milk and diary products (g) 341.47 390.84 251.35 158.29 0.837 
*p<0.05 




The individuals interviewed didn’t report any difficult in the 
interpretation of the items of household food insecurity scale. 
However, based on the interviews, some semantic 
modifications are proposed to the original questionnaire. The 
terms “household”, “economic constrains” and “food 
acquisition” are terms not well interpreted by all individuals. 
For the “household” term, some individuals reported that didn’t 
know the meaning and others reported that didn’t know which 
persons they should include as household members. Instead of 
“household” we suggest the use of “family” and it is important 
to clarify that they should consider the households members as 
all people that live in the same house. We also recommend 
replacing the terms “economic constrains” and “food 




The present study aims to evaluate the validity of the household 
food insecurity scale used by INFOFAMÍLIA Survey in 
Portugal. To our knowledge, this is the first study conducted 
aimed at validating a tool for the assessment of household food 
insecurity in Portugal. 
Our results suggest that Portuguese version of household food 
insecurity scale might be a valid instrument to measure food 
insecurity in this country. Acceptable levels of internal 
consistency were found for this scale, confirmed by Cronbach’s 
alpha. Our data also indicates that this scale has good external 
validity. In the sample analysed, food insecurity was related 
with the usual socioeconomic determinants of this condition 
described in the literature, as well as with common eating 
patterns that seem to be present in food-insecure households. 
Food insecurity in this study was positively associated with 
lower educational level of the respondent, lower household’s 
and per capita monthly income and with a high number of 
unemployed in household. According to food consumption 
data, food insecurity was associated with low intake of foods 
with a high nutritional value, such as vegetables and fruit. In 
addition, our results provide an association between food 
insecurity and nutrient intake data. This study indicates that 
food insecurity was inversely associated with protein, fibre 
soluble and omega 3 intakes and, on the other hand, positively 
associated with carbohydrate intake.  
Different researches, in recent years, have focused on the 
validation of adapted forms of the USDA Household Food 
Security Scale. This tool have successfully been applied and 
validated in several countries, such as Colombia (19), Brazil 
(17, 29), Iran (18, 20), Tanzania (21), Venezuela (30) and 
Indonesia (31). All the findings of these studies were generally 
consistent with the results of the original version and were also 
in line with the results of our study, supporting its applicability 
in different languages, cultures and socioeconomic and 
geographic contexts. As pointed previously, the Portuguese 
Household Food Insecurity Scale applied in this study is an 
adaptation from the Brazilian food insecurity scale. Our 
findings are highly consistent with the results presented in the 
study conducted for validation of an adapted version of USDA 
Household Food Security Scale in the city of Campinas, in 
Brazil, conducted by Pérez-Escamilla and colleagues. The 
validation study of the household food insecurity scale in 
Brazil found a Cronbach’s alpha of 0.91. Corroborating our 
results, this study also found likelihood for a household to be 
food secure in households with lower monthly income. In the 
same study, the level of food insecurity was also significantly 
and strongly associated with the likelihood of daily 
consumption of fruit, vegetables and meat (17).  
Moreover, concerning to socioeconomic factors associated with 
food insecurity, different studies support our findings, showing 







(18, 20, 21), household’s monthly income (20) and monthly 
income per capita (18, 30). 
Additionally, it is known from the literature, that lower intake 
of fruit and vegetable were more prevalent in low-income 
groups (32-34), which also support our findings. Over the last 
years, several studies have reported that household income and 
educational level influence food choices, especially for 
relatively high-priced food items such as fresh fruit and 
vegetables (35-37). In fact, a study conducted in a 
representative sample of Portuguese adults found a significant 
association in the consumption of vegetables, vegetable soup 
and fruits with higher levels of education (38). Based on our 
analysis, energy intake is not likely to be a good indicator of 
food insecurity, although data on nutrient intake seem to be 
associated with this condition. A validation study of the 
household food insecurity scale in Iran supports our findings, 
regarding to the inexistence of an association between energy 
intake and household food insecurity (20).  
Regarding to the protein intake, different studies have shown 
that food-insecure households consume, in general, less 
amounts of meat and diary products (39, 40). 
Supporting our data, the validity study of an adapted household 
food insecurity scale in Iran, also found that food-insecure 
households have higher carbohydrate intake, (20).  
Our study showed a high prevalence of food insecurity (43.4%) 
in the sample analysed, which means that at least 43.4% of the 
households feel anxiety about lack of food to meet dietary 
needs. This study was carried out during the age of economic 
crisis, and this is likely to explain these data.  
However, some limitations can be pointed out to our study. 
Although our hypotheses were supported statistically, our study 
was conducted in a convenience and small sample in the 
Greater Metropolitan Area of Porto, in Portugal. Our sample 
selection didn’t take into account if the respondent is the head 
of the household, which can also be considered as a limitation. 
Regarding to dietary assessment method used in this study, we 
applied the 24 hours dietary recall, which records consumption 
for a single day. This method does not provide representative 
data of the individual’s usual intake, due to day-to-day 
variation. Thus, future validation work should be done with the 
national food insecurity measure to ensure its validity for 
monitoring and evaluate food insecurity in Portugal. Future 
research is needed in order to assess if the cut-off points to 
convert the food insecurity score into different severity levels 
of food insecurity are adapted for the Portuguese context. The 
different severity levels of food insecurity are affected through 
the individuals experiences due to economic constraints, which 
could differ country by country. Thus, future validation studies 
should be done for subgroups of the population, like vulnerable 
groups.  
In Portugal, in a period of economic crisis, there is a demand to 
develop and implement a rapid, essay and cost-effective tool to 
assess food insecurity at national level. Data provided by this 
study showed that the household food insecurity scale used by 
Portuguese DGS in the national surveys (INFOFAMÍLIA) 
seems to be a valid tool to measure this situation in the 
Portuguese population.  
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RESUMO
Nas sociedades contemporâneas, as desigualdades sociais têm sido apontadas com um dos principais 
desafios actuais, apresentando repercussões consideráveis ao nível da saúde das populações. De 
facto, a Insegurança Alimentar, enquanto uma situação que existe quando se verificam dificuldades 
no acesso a alimentos nutricionalmente adequados devido a factores de ordem socioeconómica, 
parece ser um factor de risco para o desenvolvimento de doenças crónicas. É neste contexto que a 
monitorização da Segurança Alimentar das populações se destaca como uma estratégia de ordem 
prioritária para as políticas de alimentação e nutrição. O presente trabalho pretende apresentar uma 
proposta metodológica para a avaliação da Segurança Alimentar na população portuguesa. O carácter 
multidimensional deste conceito coloca inúmeros desafios quando se pretende avaliar esta condição 
em agregados familiares. Em Portugal, a par do que tem acontecido no contexto Europeu, poucos 
estudos têm sido realizados neste âmbito, não existindo por isso ainda um instrumento validado para 
avaliar esta condição na população portuguesa. Porém, desde 2011, que a Direcção-Geral da Saúde 
tem procurado monitorizar e avaliar a Segurança Alimentar na população portuguesa. Este sistema 
de monitorização – o INFOFAMÍLIA – tem sido replicado com uma periodicidade anual numa amostra 
da população portuguesa com abrangência nacional, e utiliza uma escala psicométrica de Insegurança 
Alimentar, adaptada da “Escala Brasileira de Insegurança Alimentar” e originalmente desenvolvida 
pelo Departamento de Agricultura dos Estados Unidos. Estamos em crer que este é um método com 
uma elevada relação custo-benefício que permite fazer um diagnóstico da situação de Segurança 
Alimentar, tanto a nível nacional como local, permitindo simultaneamente avaliar as tendências ao 
longo do tempo, bem como identificar os seus principais determinantes e grupos de risco. 
PALAVRAS-CHAVE: Escalas psicométricas, Insegurança Alimentar, Portugal
ABSTRACT
In modern societies, social inequalities have being considered as one of the main current challenges, with largely impacts on popula-
tions’ health. Indeed, food insecurity as a situation that exist when there are di!cult in the access to healthy foods due to economic 
constraints, seems to be a risk factor for non-communicable diseases. In that sense, the monitoring of populations’ Food Security 
becomes one priority strategy in the food and nutrition policies scope. This work aims to present a methodological proposal for the 
evaluation of Food Security situation in the Portuguese population. The multidimensional character of this concept implies several 
challenges when we intend to assess this condition in households. In Portugal, as in other European countries, few studies have been 
conducted in this field, and there is any validated tool to assess this condition in the Portuguese population. However, since 2011, the 
Directorate-General of Health, have been looking to monitor and evaluate Food Security in the Portuguese population. This monitoring 
system – INFOFAMÍLIA – have been replicated annually in a sample of Portuguese population, at nationwide, and use a psychometric 
household food insecurity scale, adapted from the Brazilian Food Insecurity Scale, and originally developed by the United States 
Department of Agriculture. We believe that this tool have a high cost-benefit, enabling the Food Security diagnosis, at national and 
local level, allowing at the same time, evaluate time trends and identify its main determinants and groups at-risk of food insecurity.  
KEYWORDS: Food Insecurity, Portugal, Psychometric scales
INTRODUÇÃO
Na região europeia, a preocupação com o risco aumentado 
dos fenómenos da pobreza e das desigualdades so-
ciais tem merecido especial atenção no actual con-
texto de crise económica. Apesar de Portugal, nas 
últimas décadas, ser já um dos países europeus com 
indicadores mais elevados ao nível da desigualdade 
na distribuição de rendimento e taxas mais elevadas 
de risco de pobreza monetária, os dados do último 
“Inquérito às Condições de Vida e Rendimento” (EU-
-SILC), realizado em 2013, sugerem um agravamen-
to destes indicadores para a população portuguesa 
desde 2009. De acordo com estes dados, em 2012, a 
população portuguesa residente em situação de risco 
de pobreza (proporção de habitantes com rendimen-
tos anuais por adulto inferiores a 4904€ em 2012, 
cerca de 409€ por mês) era de 18,7%. No que diz 
respeito à distribuição dos rendimentos, os 20% da 
população em melhor situação económica apresen-
tavam cerca de 6,0 vezes o rendimento dos 20% da 
população com pior situação económica. No mesmo 
período de análise, o coeficiente de Gini, um dos in-
dicadores de desigualdade na distribuição do rendi-
mento mais utilizados a nível internacional, registou 
um valor de 34,2%, evidenciando um considerável 
distanciamento entre os mais ricos e os mais pobres 
em Portugal (1).
Por outro lado e mais recentemente, sabe-se que 
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onde o acesso ao alimento é reduzido, inadequado do 
ponto de vista nutricional ou até inexistente (fome), 
tal como no presente estudo.
A Insegurança Alimentar assume-se assim como um 
problema central na área da saúde pública na medi-
da em que as famílias em situação de Insegurança 
Alimentar, podem por um lado, apresentar mais fre-
quentemente uma ingestão insuficiente de nutrien-
tes (nomeadamente ferro, cálcio e vitamina C), que 
por sua vez está associada a situações de doença 
aguda, tais como anemia, menor capacidade do sis-
tema imunológico ou défices cognitivos e de apren-
dizagem em crianças (15-17). Por outro lado, vários 
são os estudos que demonstram que a Insegurança 
Alimentar é um importante factor de risco para as 
doenças crónicas (18), sendo que os indivíduos em 
situação de Insegurança Alimentar parecem possuir 
um risco aumentado para o desenvolvimento de dia-
betes mellitus, hipertensão, dislipidemias, doenças 
cardiovasculares e obesidade (19-22). Na verdade, 
nas sociedades ocidentais existe uma forte evidência 
científica que sugere uma associação consistente 
entre Insegurança Alimentar, a obesidade e outras 
doenças crónicas associadas a hábitos alimentares 
inadequados. O gradiente socioeconómico que se 
observa no consumo alimentar parece estar intima-
mente implicado nesta associação (23, 24). De facto, 
o baixo nível educacional e a baixa literacia em saúde 
em conjugação com as restrições económicas tipica-
mente comuns nos agregados familiares em situação 
de Insegurança Alimentar, parecem ter implicações 
significativas na qualidade da alimentação destes 
grupos da população. Sabe-se também que as impli-
cações da Insegurança Alimentar vão além da dimen-
são física da saúde, podendo afectar as suas outras 
dimensões – saúde mental e social, podendo ser o 
stresse associado a situações de Insegurança Ali-
mentar um importante mediador neste processo (25). 
Neste âmbito e no campo da saúde pública, o refor-
ço da vigilância, da monitorização e da avaliação de 
informação relacionada com o consumo alimentar, 
estado nutricional, estado de saúde e seus determi-
nantes, nomeadamente em populações vulneráveis 
do ponto de vista socioeconómico, tem sido aponta-
da como uma estratégia prioritária, tendo em conta 
que a tomada de decisões e a escolha das melhores 
estratégias de intervenção pressupõe informação 
actualizada e de qualidade (2, 26). Neste sentido, 
Portugal, tem implementado, desde 2011,  um sis-
tema de monitorização e avaliação da situação de 
Segurança Alimentar da população portuguesa, o 
INFOFAMÍLIA – Estudo de Avaliação da Segurança 
Alimentar e outras questões de saúde relacionadas 
com condições socioeconómicas, em agregados fa-
miliares portugueses.
É assim objectivo do presente trabalho apresentar a 
proposta metodológica para a avaliação da Seguran-
ça Alimentar da população portuguesa utilizada pelo 
estudo INFOFAMÍLIA. 
METODOLOGIA
O presente artigo descreve o processo de constru-
ção de um método para avaliar níveis de Segurança 
Alimentar em agregados familiares da população 
portuguesa. Na literatura, estão descritos vários 
métodos de avaliação da Segurança Alimentar 
(food security) que são frequentemente utilizados 
associadas a níveis de saúde consideravelmente mais 
baixos. Assim, é neste contexto, que o actual cres-
cendo das desigualdades sociais e o seu impacto na 
saúde e no acesso e/ou consumo de alimentos tem 
vindo a ganhar expressão nas agendas das políticas 
de saúde a nível europeu. De facto, os mais recentes 
documentos estratégicos que orientam a definição 
de políticas alimentares e nutricionais nas sociedades 
Europeias, tanto ao nível da Organização Mundial de 
Saúde (OMS) como da Comissão Europeia (CE), consi-
deram a redução das desigualdades sociais na saúde 
e a garantia da Segurança Alimentar das populações 
como objectivos prioritários (2-6). 
Na língua portuguesa, o termo Segurança Alimentar 
tem sido utilizado e traduzido tanto para designar o 
conceito de food safety como o conceito de food se-
curity. Assim, importa desde já clarificar as diferenças 
existentes inerentes à definição de cada um destes 
conceitos. A discussão política em torno do concei-
to de Segurança Alimentar, enquanto food security, 
teve início após a Primeira Guerra Mundial. Contudo, 
ganhou uma maior expressão durante a década de 
70, aquando da crise alimentar global, quando as or-
ganizações internacionais se centraram na garantia 
da disponibilidade de alimentos e da estabilidade dos 
seus preços. O conceito de food security, foi  assim 
definido pela primeira vez em 1974, na Conferên-
cia Mundial de Alimentação, como a “disponibilidade 
permanente de adequado abastecimento mundial de 
géneros alimentícios básicos para manter uma ex-
pansão regular do consumo alimentar e compensar 
as flutuações da produção e preços” (7). Assumindo-
-se actualmente como um conceito multifacetado, o 
conceito de Segurança Alimentar foi incorporando ao 
longo das últimas décadas múltiplas dimensões. Para 
além da disponibilidade de alimentos, a garantia da 
Segurança Alimentar (food security) de uma popula-
ção implica a garantia de condições de acesso físico 
e económico aos alimentos, a garantia da adequação 
nutricional dos alimentos bem como da higiossanida-
de dos mesmos, a garantia da estabilidade no aces-
so aos alimentos, e, por último, considera também 
a importância da sustentabilidade social, cultural e 
ambiental das estratégias que visem garantir a Se-
gurança Alimentar (food security) (8-10). Actualmen-
te, este conceito é internacionalmente reconhecido 
como “uma situação que existe quando todas as 
pessoas, em qualquer momento, têm acesso físico, 
social e económico a alimentos suficientes, seguros e 
nutricionalmente adequados, que permitam satisfa-
zer as suas necessidades nutricionais e as preferên-
cias alimentares para uma vida activa e saudável” (9, 
11). Por outro lado, o conceito de food safety ganhou 
notoriedade mais tardiamente (década de 90 do sé-
culo XX), no seguimento das crises alimentares que 
ocorreram nos anos 90, como a da BSE em 1996, que 
contribuíram para que as questões da higiossanida-
de dos alimentos dominassem o centro da discussão 
no âmbito das políticas agrícolas e alimentares eu-
ropeias durante esse período (12, 13). Este conceito 
é assim definido como “a garantia que um alimento 
não causará dano ao consumidor – através de perigos 
biológicos, químicos ou físicos – quando é preparado 
e/ou consumido de acordo com o seu uso esperado” 
(14). Considerando a sua definição mais abrangente, 
o termo – Insegurança Alimentar (food insecurity) – é 
habitualmente utilizado nos estudos ou situações 
em inquéritos nacionais: a) método utilizado pela 
Food and Agriculture Organization (FAO), que utiliza 
a disponibilidade energética diária per capita, a nível 
nacional, com recurso aos dados dos inquéritos aos 
orçamentos familiares, como forma de avaliação indi-
recta da Segurança Alimentar; b) dados de natureza 
socioeconómica, nomeadamente os indicadores de 
pobreza que têm por base o rendimento e os gas-
tos familiares em bens alimentares e outras neces-
sidades básicas, de modo a identificar indivíduos ou 
agregados familiares vulneráveis do ponto de vis-
ta socioeconómico, e que por isso podem estar em 
risco de Insegurança Alimentar; c) dados referentes 
ao consumo alimentar obtidos através da realização 
de estudos populacionais com aplicação de inquéri-
tos ao consumo alimentar nas 24 horas anteriores 
ou questionários de frequência alimentar; d) dados 
antropométricos de modo a avaliar a prevalência de 
desnutrição e, por fim, e) escalas psicométricas que 
avaliam a auto-percepção individual acerca das condi-
ções de acesso aos alimentos ao nível dos agregados 
familiares (27, 28). Tendo em conta que a implemen-
tação de um sistema de monitorização e de avaliação 
deve permitir de forma rápida e regular diagnosticar a 
situação de Segurança Alimentar e sua evolução ao 
longo do tempo, optou-se pela utilização de medidas 
de avaliação directas desta condição, de modo a per-
mitir que esta ferramenta seja ágil do ponto de vista 
de recolha de dados e sua actualização. 
RESULTADOS
Considerando que este artigo tem como objectivo 
central apresentar uma proposta metodológica para 
a avaliação da Segurança Alimentar da população 
portuguesa, os resultados aqui apresentados cor-
respondem à descrição do instrumento utilizado para 
avaliar a Insegurança Alimentar no estudo INFOFA-
MÍLIA. O estudo INFOFAMÍLIA é um estudo de abran-
gência nacional, realizado nas cinco Regiões de Saúde 
de Portugal Continental (Norte, Centro, Lisboa e Vale do 
Tejo, Alentejo e Algarve), com uma periodicidade anual 
desde o ano de 2011. Este sistema de monitorização 
é da responsabilidade da Direcção-Geral da Saúde e a 
população em estudo corresponde aos utentes aten-
didos no local de trabalho dos “enfermeiros sentinela” 
(Centro de Saúde, Domicílio ou outro).
Uma proposta metodológica para avaliar a Insegu-
rança Alimentar em Portugal 
Para o estudo INFOFAMÍLIA desenvolvemos um ques-
tionário que é constituído por três partes distintas: 
(1) dados de caracterização socioeconómica e de-
mográfica; (2) escala de Insegurança Alimentar; (3) 
algumas questões adicionais.
1. Caracterização Socioeconómica e Demográfica 
A parte 1 do questionário incluiu questões relacio-
nadas com as características socioeconómicas e 
demográficas do inquirido e do agregado familiar. 
Esta parte inicial do questionário englobou também 
dados indicadores do estado nutricional do inquirido 
e questões relacionadas com o comportamento de 
consumo alimentar do agregado familiar. As variáveis 
socioeconómicas e demográficas estão presentes no 
questionário em anexo.
2. Escala de Insegurança Alimentar
A metodologia utilizada para a avaliação da condição 
de Segurança Alimentar das famílias portuguesas 

































































adaptada da “Escala Brasileira de Insegurança Alimen-
tar” (29, 30), originalmente desenvolvida pelo Depar-
tamento de Agricultura dos Estados Unidos (USDA) 
(31). A Escala de Insegurança Alimentar utilizada neste 
estudo é composta por 14 questões fechadas de res-
posta do tipo sim ou não referentes aos últimos 3 me-
ses. Nesta escala, 9 itens são relativos aos membros 
adultos do agregado familiar e 6 às crianças. Optou-se 
por utilizar uma adaptação da Escala Brasileira pelo 
facto de já estar validada para a língua portuguesa. 
Para a análise dos resultados da aplicação da escala, os 
agregados familiares são classificados de acordo com a 
sua condição de Segurança Alimentar em 4 categorias 
– Segurança Alimentar, Insegurança Alimentar Ligei-
ra, Insegurança Alimentar Moderada e Insegurança 
Alimentar Grave, descritas na Tabela 1. A pontuação 
final resulta do somatório das respostas afirmativas 
às perguntas da escala (Tabela 2).
3. Questões adicionais
Para além da Escala de Insegurança Alimentar, incluí-
ram-se nesta parte do inquérito mais 5 questões adi-
cionais referentes à percepção do inquirido acerca 
de alterações no padrão alimentar. Foram também 
incluídas 4 questões que permitem avaliar a percep-
ção do inquirido face às alterações nas condições de 
DISCUSSÃO DOS RESULTADOS
A tomada de decisões no âmbito das políticas de 
alimentação e nutrição exige a implementação de 
sistemas de informação capazes de fornecer infor-
mação de qualidade e actualizada no que diz respeito 
ao consumo alimentar, sua evolução e sua relação 
com perfis socioeconómicos e demográficos da po-
pulação. Partindo deste pressuposto e considerando 
que a redução das desigualdades sociais se confi-
gura como um dos principais desafios das políticas 
de saúde actuais, julgou-se pertinente monitorizar 
e avaliar a situação de Segurança Alimentar na po-
pulação portuguesa. Neste sentido, foi tida em conta 
que a implementação de um sistema de informação 
nesta área deveria ser de aplicação simples, capaz 
de permitir de forma rápida e sistemática diagnos-
ticar a situação, a sua evolução ao longo do tempo, 
bem como contribuir para a identificação dos facto-
res associados e grupos de risco. Mais ainda, uma 
ferramenta para avaliar a Segurança Alimentar deve 
ser ágil do ponto de vista da recolha de dados e sua 
actualização, evitando assim o habitual desfasa-
mento temporal entre a recolha e a divulgação dos 
resultados (26). 
Até muito recentemente, Portugal não possuía um 
sistema de monitorização e de avaliação regular da 
Segurança Alimentar, o qual veio a ser concretizado 
em 2011 com a implementação do INFOFAMÍLIA. De 
facto, este estudo foi desenhado de modo a permitir 
fazer um diagnóstico rápido da situação Segurança 
Alimentar da população portuguesa, através da rea-
lização de um inquérito de saúde junto dos utentes 
do serviço nacional de saúde, assente na estrutura da 
linha Saúde 24 com a colaboração dos seus enfermei-
ros. De facto, em Portugal até à data poucos estudos 
foram realizados com este objectivo, não existindo 
um instrumento de avaliação directa e validado para 
avaliar a situação de Insegurança Alimentar especifi-
camente para a população portuguesa. Em Portugal, 
o primeiro estudo exploratório sobre a situação de 
Insegurança Alimentar foi realizado em 2003 pelo 
Instituto Nacional de Saúde Dr. Ricardo Jorge (INSA) - 
“Uma Observação sobre “Insegurança Alimentar” (33). 
Porém, também o último Inquérito Nacional de Saúde 
de 2005-2006 incluiu a recolha de dados relativos 
à situação de Insegurança Alimentar da população 
portuguesa. Por outro lado, os Inquéritos Nacionais 
de Saúde possuem uma periodicidade de recolha de 
dados de 4 em 4 anos (34).
O carácter abrangente e multifacetado do concei-
to de Segurança Alimentar coloca grandes desafios 
quando se pretende avaliar esta condição em agre-
gados familiares. De entre os diversos métodos des-
critos na literatura, optou-se por utilizar uma escala 
psicométrica de Insegurança Alimentar adaptada da 
“Escala Brasileira de Insegurança Alimentar”, pelo fac-
to de já estar validada para a língua portuguesa. Estas 
escalas foram desenvolvidas inicialmente pelo USDA 
(27, 31, 35-37), na década de 90 do século XX e des-
de então têm sido amplamente adaptadas, validadas 
e utilizadas no âmbito de estudos de abrangência 
nacional por diversos países a nível mundial (30, 31, 
38-44). Deste modo, parece existir evidência sufi-
ciente para considerar estas ferramentas adaptadas 
a diferentes contextos socioeconómicos e culturais 
uma vez que a sua utilização tem sido amplamente 
validada para diversos países (27, 28, 32). A utilização 
acesso a serviços de saúde por razões económicas.  
A aplicação deste questionário tem uma duração 
média de 15 minutos, sendo garantido o anonimato 
e a confidencialidade de todos os dados fornecidos 
pelos inquiridos. Este questionário foi alvo de um es-
tudo de validação realizado na área metropolitana do 
Porto. A selecção da área geográfica teve por base 
critérios de conveniência e, relativamente à metodo-
logia utilizada, esta foi desenhada tendo em conta 
os critérios de validação propostos por Frongillo e 
Pérez-Escamilla (30, 32). Este estudo foi conduzido 
nos mesmos locais de recolha de dados do estudo 
INFOFAMÍLIA, ou seja, nos Centros de Saúde, sendo 
por isso utilizada a mesma população. Verificaram-se 
níveis aceitáveis para a consistência interna da escala 
de Insegurança Alimentar utilizada, calculados com 
recurso ao coeficiente ǰ de Cronbach. Os resultados 
deste estudo também apontam para uma boa vali-
dade externa da escala, uma vez que se verificaram 
correlações entre o score de Insegurança Alimentar e 
as seguintes características socioeconómicas: rendi-
mento mensal do agregado familiar, rendimento men-
sal do agregado familiar per capita, nível educacional 
do inquirido e número de elementos desempregados 
do agregado familiar.
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TABELA 1: Descrição da situação de Segurança Alimentar
Situação de Segurança Alimentar Descrição
Segurança Alimentar
Os membros do agregado familiar têm acesso regular e 
permanente a alimentos de qualidade, em quantidade 
suficiente, sem comprometer o acesso a outras 
necessidades essenciais.
Insegurança Alimentar Ligeira
Os membros do agregado familiar reportam preocupação 
ou incerteza quanto ao acesso aos alimentos no futuro ou 
quanto à qualidade inadequada dos alimentos* resultante 
de estratégias que visam não comprometer a quantidade 
de alimentos.
Insegurança Alimentar Moderada
Os membros do agregado familiar reportam redução 
quantitativa de alimentos entre os adultos ou ruptura nos 
padrões de alimentação resultante da falta de alimentos 
entre os adultos.
Insegurança Alimentar Grave
Os membros do agregado familiar reportam redução 
quantitativa de alimentos entre as crianças ou ruptura nos 
padrões de alimentação resultante da falta de alimentos 
entre as crianças; fome (quando alguém fica um dia inteiro 
sem comer por falta de dinheiro para comprar alimentos).
Fonte: Adaptado de Instituto Brasileiro de Geografia e Estatística. Pesquisa Nacional por Amostra de Domicílios - Segurança Alimentar 2004/2009.  Rio de Janeiro;  2010
* Esta definição baseia-se na auto-percepção que os indivíduos detêm perante o facto de todos os elementos do agregado familiar conseguirem ter ou não uma 
alimentação saudável e varidada.
TABELA 2:&ODVVLÀFDomRGRVDJUHJDGRVIDPLOLDUHVHPFDWHJRULDVGH6HJXUDQoD$OLPHQWDU
Classificação Pontos de corte para os agregados familiares
Com menores de 18 anos Sem menores de 18 anos
Segurança Alimentar 0 0
Insegurança Alimentar Ligeira 1 – 5 1 – 3
Insegurança Alimentar Moderada 6 – 9 4 – 5
Insegurança Alimentar Grave 10 - 14 6 – 8




















































destes instrumentos tem a vantagem de avaliar di-
rectamente o fenómeno da Insegurança Alimentar a 
partir da auto-percepção que os indivíduos detêm no 
que diz respeito à Insegurança Alimentar, englobando 
as várias dimensões subsequentes desta condição 
(desde a dimensão psicossocial relacionada com a 
preocupação com a possibilidade de existir falta de 
alimentos no agregado familiar devido a factores de 
ordem económica, a insegurança perante o compro-
metimento da qualidade da alimentação, porém sem 
que haja restrição quantitativa, até à situação em 
que os agregados familiares passam por períodos de 
restrição ao nível da quantidade de alimentos por limi-
tações financeiras). São também instrumentos extre-
mamente simples, de fácil aplicação nomeadamente 
por diversos profissionais, de compreensão universal 
e apresentam ainda uma excelente relação custo-
-efectividade. Optou-se por utilizar uma metodologia 
diferente das utilizadas nos estudos anteriormente 
realizados para avaliar a Segurança Alimentar em 
Portugal, uma vez que os instrumentos utilizados 
nestes estudos não eram capazes de medir todas 
as dimensões que o conhecimento teórico sobre o 
processo de Insegurança Alimentar reflecte. 
Assim, podemos considerar que:
1) É necessária uma monitorização frequente das 
interacções entre a situação económica das famílias 
e a sua saúde, pelo que a selecção dos métodos para 
avaliar a Segurança Alimentar das populações deve 
ter em conta a necessidade de utilizar instrumentos 
que permitam a sua aplicação com uma periodicida-
de regular. 
2) A utilização de métodos de avaliação directa da 
Insegurança Alimentar (escalas psicométricas) parece 
constituir um método simples, de fácil aplicação e 
com um baixo custo associado, permitindo assim uma 
monitorização regular desta situação em estudos po-
pulacionais de abrangência nacional. 
3) A aplicação deste questionário deve estar enqua-
drada num conjunto de condições adequadas que 
permita a obtenção de respostas francas e honestas, 
garantindo sempre o anonimato e confidencialidade 
de todas as informações fornecidas pelos inquiridos. 
4) Sabendo que a Insegurança Alimentar está direc-
tamente relacionada com outros factores socioe-
conómicos e de composição do agregado familiar, é 
importante que estas escalas de avaliação da Insegu-
rança Alimentar sejam parte integrante de instrumen-
tos de recolha de dados que contemplem variáveis 
socioeconómicas, culturais e outras que sejam per-
tinentes para uma caracterização mais abrangente 
dos factores que afectam a Segurança Alimentar dos 
agregados familiares.
5) Por outro lado, apesar das inúmeras vantagens 
descritas na literatura decorrentes da utilização des-
te tipo de instrumentos, é importante considerar 
também as suas limitações aquando da interpreta-
ção dos dados obtidos por este sistema de moni-
torização da situação de Insegurança Alimentar da 
população portuguesa. Destaca-se o facto destas 
escalas representarem uma medida subjectiva de 
avaliação da situação de Insegurança Alimentar. 
Os resultados obtidos pela aplicação deste tipo de 
instrumentos podem ser afectados pela auto-per-
cepção individual do risco de Insegurança Alimentar, 
que no actual contexto de instabilidade socioeco-
nómica pode ser um factor relevante.
6) O facto da amostra utilizada no estudo INFOFA-
MÍLIA ser uma amostra de utentes que recorrem aos 
cuidados de saúde primários e por isso uma amostra 
não representativa da população portuguesa, deve 
ser considerada como uma limitação deste estudo, 
não podendo os dados por ele obtidos serem extra-
polados livremente para a população portuguesa. 
7) A proposta aqui apresentada, de uma metodolo-
gia para avaliar a situação de Segurança Alimentar 
dos agregados familiares portugueses, tem objec-
tivos de ordem preventiva, funcionando como um 
sistema de alerta. A informação recolhida deverá 
ser integrada com outro tipo de informações já exis-
tentes, permitindo fazer recomendações sólidas de 
saúde pública para que sejam desenvolvidas medi-
das adequadas em tempo útil. 
8) Destaca-se ainda o papel que os sistemas regio-
nais de protecção social disponíveis a nível autárqui-
co e a nível das instituições de solidariedade social 
podem desempenhar ao nível da monitorização da 
Segurança Alimentar das suas populações. Embora 
as autarquias não tenham nas suas atribuições le-
gais competências directas ao nível dos cuidados de 
saúde, têm vindo a assumir-se cada vez mais como 
agentes activos no desenvolvimento de políticas pro-
motoras de estilos de vida saudável e prevenção de 
riscos em saúde. Para além das competências direc-
tas dos municípios em matérias relacionadas com os 
determinantes de saúde, destaca-se a sua acção ao 
nível da cooperação intersectorial entre os municí-
pios, os diversos agentes de saúde e as entidades da 
sociedade civil; no desenvolvimento de projectos de 
intervenção de base local, de que são exemplo, entre 
outros, os diversos programas de aproveitamento de 
excedentes alimentares na tentativa de solucionar 
problemas de carência alimentar; e na elaboração de 
diagnósticos e planos de desenvolvimento social, 
com uma forte componente de saúde, e na elabora-
ção de perfis e planos municipais de saúde, respec-
tivamente, no âmbito do Programa da Rede Social e 
da Rede Portuguesa das Cidades Saudáveis. Assim, 
as autarquias podem ter um papel crucial no apro-
fundamento da informação sobre factores de risco 
e de protecção em saúde, e o diagnóstico ao nível do 
pequeno território, que permita percepcionar as de-
sigualdades na saúde e na distribuição dos recursos. 
9) Por último, estamos em crer que estas escalas de 
medida directa da Insegurança Alimentar fornecem 
informações estratégicas para a gestão de políticas 
e programas, permitindo identificar grupos em risco 
de Insegurança Alimentar bem como os seus deter-
minantes e consequências. 
CONCLUSÕES
O método descrito apresenta-se como uma forma 
rápida, simples de aplicar, fiável e de rápida leitura de 
resultados que permite uma avaliação com qualidade 
do estado de Insegurança Alimentar das famílias a ní-
vel nacional. A obtenção deste tipo de dados ao nível 
local, regional ou mesmo nacional permite, em tempo 
útil, a avaliação do grau de Insegurança Alimentar e 
factores associados e, paralelamente, a articulação 
de uma resposta das autoridades competentes. Para 
além dos cuidados de saúde, também os sistemas 
regionais de protecção social disponíveis a nível au-
tárquico e as diferentes instituições de solidariedade 
social podem desempenhar um papel importante ao 
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nível da avaliação, monitorização e intervenção pre-
coce neste tipo de situações.
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“Avaliação da Insegurança Alimentar em 
Agregados Familiares em Portugal”
Direção-Geral da Saúde
Os dados contidos neste registo são anónimos e não podem ser tornados públicos de forma individualizada em nenhuma circunstância. 
Serão utilizados apenas com fins estatísticos de saúde pública.
PARTE 1 – DADOS DE CARATERIZAÇÃO
Número (campo automático) 
1. Idade
2. Género           Feminino                                  Masculino  
3. Peso (em kg)
4. Altura (em cm)
5. Nível de instrução concluído Não sabe ler nem escrever
Sabe ler sem ter frequentado a escola
Ensino Básico - 1.º ciclo 
Ensino Básico - 2.º ciclo











     Profissão (se aplicável)
7. Distrito de residência




10. Número de elementos do agregado familiar
10.1. Número de elementos do agregado familiar com mais de 65 anos
10.2. Número de elementos do agregado familiar desempregados





































































12. Compra habitualmente os alimentos para o agregado familiar? Sim                                              Não   
13. Confeciona habitualmente as refeições para o agregado familiar? Sim                                              Não  
14. Existem crianças no agregado familiar com idade até 18 anos? Sim                                              Não  
        Número  de elementos do agregado familiar com idade até 18 anos
        Especifique:
                0-2 anos                                    3-5 anos                                    6-9 anos                                    10-15 anos                                    16-18 anos
       As crianças fazem habitualmente refeições em casa? Sim                                              Não  
       Especifique:
                Pequeno-almoço                                    Almoço                                    Lanche                                  Outra refeição
15. No seu agregado familiar existem pessoas que fumam todos os dias? Sim                                              Não                                              Não sabe
        Se sim, quantas? 
16. De uma forma geral, como considera o seu estado de saúde?
                Muito bom                                    Bom                                    Razoável                                    Mau                                    Muito mau                                    Não sabe
PARTE 2 – ESCALA DE INSEGURANÇA ALIMENTAR
1. Nos últimos 3 meses, alguma vez se sentiu preocupado(a) pelo facto dos 
alimentos em sua casa poderem acabar antes que tivesse dinheiro suficiente 
para comprar mais?
Sim                                              Não                                              Não sabe
2. Nos últimos 3 meses, os alimentos em sua casa acabaram antes de ter dinheiro 
para comprar mais?
Sim                                              Não                                              Não sabe
3. Nos últimos 3 meses, os membros do seu agregado familiar ficaram sem di-
nheiro suficiente para conseguirem ter uma alimentação saudável e variada?
Sim                                              Não                                              Não sabe
4. Nos últimos 3 meses, os membros do seu agregado familiar tiveram de consumir 
apenas alguns alimentos que ainda tinham em casa por terem ficado sem dinheiro?
Sim                                              Não                                              Não sabe
5. Nos últimos 3 meses, algum membro adulto do agregado familiar (idade igual 
ou superior a 18 anos) deixou de fazer alguma refeição, porque não tinha dinheiro 
suficiente para comprar alimentos?
Sim                                              Não                                              Não sabe
6. Nos últimos 3 meses, algum membro adulto do agregado familiar comeu menos 
do que achou que devia por não ter dinheiro suficiente para comprar alimentos?
Sim                                              Não                                              Não sabe
7. Nos últimos 3 meses, algum membro adulto do agregado familiar sentiu fome 
mas não comeu por falta de dinheiro para comprar alimentos?
Sim                                              Não                                              Não sabe
8. Nos últimos 3 meses, algum membro adulto do agregado familiar, ficou um 
dia inteiro sem comer ou realizou apenas uma refeição ao longo do dia, por não 
ter dinheiro suficiente para comprar alimentos?
Sim                                              Não                                              Não sabe
[Responder às questões 9 a 14 apenas se o respondente indicou, na questão 14 – Parte 1, existirem crianças ou adolescentes no agregado familiar com idade até 18 anos]
9. Nos últimos 3 meses as crianças/adolescentes do seu agregado familiar (idade 
inferior a 18 anos) não conseguiram ter uma alimentação saudável e variada por 
falta de dinheiro?
Sim                                              Não                                              Não sabe
10. Nos últimos 3 meses as crianças/adolescentes do seu agregado familiar 
tiveram de consumir apenas alguns alimentos que ainda tinham em casa por 
terem ficado sem dinheiro?
Sim                                              Não                                              Não sabe
11. Nos últimos 3 meses, no geral alguma criança/adolescente do seu agregado 
familiar comeu menos do que devia por não haver dinheiro para comprar alimentos?
Sim                                              Não                                              Não sabe































































12. Nos últimos 3 meses foi diminuída a quantidade de alimentos das refeições 
de alguma criança/adolescente do seu agregado familiar por não haver dinheiro 
suficiente para comprar alimentos?
Sim                                              Não                                              Não sabe
13. Nos  últimos 3 meses, alguma criança/adolescente do seu agregado familiar deixou 
de fazer alguma refeição por não haver dinheiro suficiente para comprar alimentos?
Sim                                              Não                                              Não sabe
14. Nos últimos 3 meses, alguma criança/adolescente do seu agregado familiar 
sentiu fome mas não comeu por falta de dinheiro para comprar alimentos?
Sim                                              Não                                              Não sabe
PARTE 3 – QUESTÕES ADICIONAIS
1. Nos últimos 3 meses, houve no seu agregado familiar alterações no consumo 
de algum alimento considerado essencial (ex: leite, fruta, legumes, peixe, carne, 
arroz, batata, massa) devido a dificuldades económicas para a sua aquisição?
Sim                                              Não                                              Não sabe
2. Nos últimos 3 meses, quais foram as principais mudanças alimentares no seu agregado familiar devido a dificuldades económicas? 
                Come menos vezes fora de casa
                Obtém alimentos através de produção própria, de familiares ou outros
                Recebe alimentos ou outras ajudas externas
                Outras mudanças no consumo. Especifique _________________________________________
3. Vou descrever algumas razões pelas quais as pessoas nem sempre comem o suficiente. Indique se alguma delas se aplica a si:  
                Não tem dinheiro suficiente para comprar alimentos
                É muito difícil ter acesso a um local de venda de alimentos
                Está em dieta para perda de peso
                Não tem condições para cozinhar adequadamente (por ex. falta de gás, de eletricidade ou de algum eletrodoméstico)
                Não é capaz de cozinhar ou comer por problemas de saúde
                Outra. Especifique _________________________________________
                Não se aplica
4. Vou descrever algumas razões pelas quais as pessoas nem sempre têm os tipos de alimentos que querem ou precisam. Indique se alguma delas se aplica a si: 
                Não tem dinheiro suficiente para comprar alimentos
                É muito difícil ter acesso a um local de venda de alimentos
                Está em dieta para perda de peso
                Os alimentos que quer não estão disponíveis
                Os alimentos de boa qualidade não estão disponíveis
                Outra. Especifique _________________________________________
                Não se aplica
5. Nos últimos 3 meses, tem comprado alimentos de “marca branca”? Sem alteração                 Diminuiu                 Aumentou                  Não sabe
6. Nos últimos 3 meses, considera que houve alteração no número de idas ao mé-
dico das pessoas do seu agregado familiar, por razões de carências económicas?
Sem alteração                 Diminuiu                 Aumentou                  Não sabe
7. Nos últimos 3 meses, houve uma diminuição na compra de medicamentos no 
seu agregado familiar, por razões de carências económicas?
Sim                                              Não                                              Não sabe
8. Nos últimos 3 meses, houve um aumento das idas ao psiquiatra e do consumo 
de medicamentos por ele prescritos, no seu agregado familiar?
Sim                          Não                          Não sabe                           Não aplicável
9. Nos últimos 3 meses, houve aumento do consumo de medicamentos para 
dormir, no seu agregado familiar?
Sim                                              Não                                              Não sabe
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Time and regional perspectives of food 
insecurity during the economic crisis in 
Portugal, 2011-2013
Perspectivas temporais e regionais da insegurança alimentar 
durante a crise econômica em Portugal, 2011-2013
Abstract
Food insecurity (FI) has received much attention in 
recent years, even in high-income countries, due to 
the increasing trend of poverty and social inequa-
lities indicators, as a result of the global financial 
crisis. The establishment of a monitoring system of 
FI becomes a priority for food and nutrition policies. 
Our study aims to evaluate FI trends during the 
economic crisis in Portugal and to identify regional 
disparities throughout the country. Data derived 
from three surveys conducted by the Portuguese 
Directorate-General of Health, concerning FI of the 
Portuguese population, during the period that Por-
tugal was under the International Monetary Fund 
financial assistance program (2011–2013). Data were 
collected by face-to-face interviews and FI was evalu-
ated using a psychometric scale. Logistic regression 
models were used to identify regional disparities in 
FI. The prevalence of FI was relatively unchanged 
at national and regional levels, during the analysis 
period. Data from 2013 indicates a high prevalence 
of FI (50.7%), including 33.4% for low FI, 10.1% for 
moderate FI and 7.2% for severe FI. Disparities accor-
ding health region were also found for household FI. 
Algarve, Lisboa and Vale do Tejo were the two regions 
with the highest levels of FI, even after controlling 
for other socioeconomic variables. High levels of FI 
found in Portugal and the different regional profiles 
suggest the need for regional strategies, in particu-
lar in the most affected regions based on a broader 
action with different policy sectors (health, social 
security, municipalities and local institutions in 
the field of social economy). 










As questões da insegurança alimentar (IA) têm 
merecido uma atenção crescente nos últimos anos, 
mesmo nos países desenvolvidos, considerando a 
tendência crescente dos indicadores de pobreza 
e de desigualdades sociais, em resultado da crise 
económica global. A implementação de um sistema 
de monitorização da IA tornou-se uma prioridade 
das políticas de alimentação e nutrição. Este estudo 
pretende avaliar as tendências da IA durante a crise 
económica em Portugal, identificando possíveis 
iniquidades regionais. Os dados analisados provêm 
de três inquéritos conduzidos pela Direção-Geral 
da Saúde, referentes à IA da população portugue-
sa, durante o período em que Portugal esteve sob 
intervenção do programa de assistência financeira 
do Fundo Monetário Internacional (2011-2013). Os 
dados foram recolhidos por entrevistas face-a-face 
e a IA avaliada através de uma escala psicométrica. 
Utilizaram-se modelos de regressão logística para 
identificar iniquidades regionais na IA. A preva-
lência de IA manteve-se relativamente inalterada, 
a nível nacional e regional, durante este período. 
Em 2013 verificou-se uma elevada prevalência de IA 
(50,7%) (33,4% IA leve, 10,1% IA moderada e 7,2% IA 
grave). Iniquidades regionais foram também encon-
tradas para a IA. As regiões do Algarve e de Lisboa 
e Vale do Tejo foram as que apresentaram níveis de 
IA mais elevados, mesmo após ajuste para as variá-
veis socioeconómicas. Os níveis de IA em Portugal 
e as disparidades regionais encontradas sugerem 
a necessidade de implementar estratégias a nível 
regional, em particular nas regiões mais afetadas, 
envolvendo os diferentes sectores com capacidade 
interventiva (saúde, segurança social, autarquias, 
instituições locais na área da economia social). 
Palavras-chave: Insegurança Alimentar; Crise Eco-
nômica; Portugal; Iniquidades Regionais.
Introduction  
Food insecurity (FI) has received much attention 
in recent years, even in high-income countries, 
due to the increasing trend of poverty and social 
inequalities indicators, as a result of the global 
financial crisis. Facing the current economic crisis, 
the austerity programmes implemented by the Por-
tuguese government and imposed by International 
Monetary Fund (IMF) may lead to negative impacts 
in inequality and poverty levels. Despite the fact that 
Portugal was already on the top of the most unequal 
countries in the Organization for Economic Coope-
ration and Development (OECD), the last European 
Union Statistics on Income and Living Conditions 
(EU-SILC), showed that the financial crisis accelera-
ted the income inequality and poverty. EU-SILC data 
showed that 18.7% of Portuguese population was 
at-risk-of-poverty in 2012. With regards to income 
inequalities indicators, Portugal has seen increases 
in its income inequality (S80/S20) of almost 0.4 
percentage points during 2009-12. The 20% of the 
population with the highest equalised disposable 
income received 6.0 times as much income as the 
20% of the population with the lowest equalised 
disposable income. Moreover, the Gini coefficient 
also increased 0.5 percentage points, during the 
same period and in 2012 this indicator for Portugal 
was 34.2% (Portugal, 2014). A reduction in the me-
dian equalised disposable income was also seen in 
Portugal during the economic crisis, it felt by 4.4% 
between 2009 and 2010 (Di Meglio, 2013). Further-
more, high unemployment rates found in Portugal 
are a big concern as a reflexion of the financial crisis 
and its austerity measures (Eurostat, 2013). In addi-
tion, extensive cuts in Portugal’s government budget 
for public services such as education, health and 
social security were induced by the financial crisis 
and its austerity programs implemented (Cavero and 
Poinasamy, 2013). 
Not surprisingly, periods of economic, political 
and social instability tend to greatly affect the 
population’s diet (Dore et al., 2003) and lead to FI 
situations among the most disadvantaged popula-
tion groups. Indeed, it is expected that all of these 
accelerating social and economic changes, that are 










impact in food security of Portuguese households 
and consequently with relevant impacts on popula-
tions’ health and nutritional status.
Additionally, there is growing evidence sugges-
ting the existence of a consistent and growing up 
social gap in obesity and other diet-related non-
-communcable diseases (Drewnowski, 2009; Robert-
son, 2001; Singh et al., 2010), which are already the 
leading cause of death and disease in Western socie-
ties (WHO (Europe), 2013a). In fact, there is strong 
evidence that underprivileged people, who common-
ly live in FI conditions, have a higher risk of poor 
health (Marmot and Wilkinson, 2005; Stuff et al., 
2004). Different studies have found an association 
between socioeconomic status and health, in which 
socioeconomically vulnerable groups experience 
higher mortality and morbidity rates for coronary 
heart disease (Rooks et al., 2002), atherosclerosis, 
Type 2 diabetes mellitus (Evans et al., 2000), some 
cancers (Ward et al., 2004) and obesity (Robertson 
et al., 2007; Sobal and Stunkard, 1989). Moreover, 
social inequalities have been also associated with 
two of the main risk factors for obesity and other 
diet-related non-communicable diseases - unhealthy 
dietary habits and lower levels of physical activity 
- which also seem to be more common in lower socio-
economic groups (Darmon and Drewnowski, 2008). 
Actually, at international level, the guarantee 
of food security, which was defined in 1996 by the 
World Food Summit as a situation that exists “when 
all people at all times have access to sufficient, safe 
and nutritious food to maintain a healthy and active 
life” (World Food Summit, 1996), becomes a priority 
action for food and nutrition policies. The most 
recent European Food and Nutrition Action Plan 
2015-2020 published by World Health Organization 
(WHO) Regional Office for Europe, pointed, for the 
first time, the importance of the food security gua-
rantee in its mission - “to achieve universal access to 
affordable, balanced, healthy food, with equity and 
gender equality in nutrition for all citizens of the 
WHO European Region through intersectoral poli-
cies” (WHO (Europe), 2013b). Furthermore, tackling 
socioeconomic inequalities in health has been re-
cognised in many others global and European policy 
documents as one of the main challenges for public 
health (CEC, 2007; WHO (Europe), 2012, 2013a).
Few studies have been conducted in Portugal 
regarding FI situation.  The most recent study es-
timates a prevalence of 16.7% for FI between 2005 
and 2006 (Álvares, 2013). However, monitoring FI 
becomes a priority strategy of a national food and 
nutrition action plan, even more in times of crisis. 
Since 2011, Portugal had implemented a monitoring 
system of FI aimed at collecting data on FI of the Por-
tuguese population in a regular and systematically 
way. Data collected by this survey concerned to the 
three-year period that Portugal was under the IMF 
financial assistance program. To our knowledge, 
FI could be a good indicator to monitor the impact 
of socioeconomic changes in populations’ diet, in 
order to provide a basis for planning public health 
actions and targeting decisions to minimize the 
health impacts of the financial crisis.
This study aims to evaluate trends in FI preva-
lence during the economic crisis in Portugal and to 
identify regional disparities throughout the country.
Methods 
Data were derived from the national FI survey in 
Portugal – INFOFAMÍLIA Survey – conducted by the 
Directorate-General of Health. INFOFAMÍLIA survey 
is a cross-sectional study in a sample of users of 
primary health care. A systematic random sampling 
was performed, in which one in five individuals aged 
more than 18 years old that resorted to the natio-
nal health system (Health Centres) was recruited, 
during the collection periods. Data were collected 
using face-to-face interviews by nurses in primary 
health care and household FI was assessed using a 
psychometric scale adapted from the Brazilian Food 
Insecurity Scale (IBGE, 2010). This tool measures 
both the quantitative and qualitative components 
of FI during the last three months. A score ranging 
from 0 to 14 was obtained as a result of the total 
number of affirmative responses. According to this 
score, households were classified in four different 
categories of household FI, as presented in table 1. 
Data collected included socioeconomic and demo-
graphic characterization, including both household 
and individual variables. This paper analyses and 
compares data from different collection periods 








(Graça et al., 2013). In 2011, 2012 and 2013 a sample 
of 1178, 1208, and 1382 households were respectively 
collected. Since these data were part of the official 
statistics, didn’t collect personal identification data 
and that this research didn’t include any kind of 
intervention, no approval from an ethics committee 
was requested. Although appropriate information re-
garding the present study was given to participants 
and verbal consent was received. The anonymity and 
confidentiality of the data provided by participants 
were also guaranteed. 
Data were analysed using IBM SPSS statistical 
software version 21. Descriptive analysis was under-
taken to determine prevalence of FI in Portugal, as 
well as among health regions (Norte, Centro, Lisboa e 
Vale do Tejo, Alentejo e Algarve) (Figure 1). Chi-square 
tests were used to assess bivariate associations. 
Logistic regression was conducted to estimate the 
association between FI and health region, controlling 
for sociodemographic characteristics (Odds Ratio 
(OR) and 95% CI). Our adjusted logistic regression 
models included: respondent’s age, sex of the res-
pondent, highest level of respondent’s education, 
occupational status of the respondent, respondent’s 
nationality, presence of children in household, family 
size and number of household members with income. 
For logistic regression analysis, moderate and severe 
categories of household FI were combined to increase 
the statistical power of our data. To compare data 
from different INFOFAMÍLIA survey collection perio-
ds, data sets from 2011, 2012 and 2013 were merged. 
Results were considered statistically significant if 
p-value was under 0.05, and if below 0.001 they were 
considered highly statistical significant.
Results
Between 2011 and 2013, prevalence of FI was es-
sentially unchanged and in 2013 the prevalence of 
FI remained at 50.7%. From those food-insecure 
households, 33.4% were in low FI, 10.1% in moderate 
FI and 7.2% in severe FI (Figure 2). Comparing data 
from the three years of analysis, statistical differen-
ces were found for Algarve Region in the overall level 
of FI. A significant increase was observed between 
2011 and 2012 (20.2 percentage points). However, this 
prevalence has decreased between 2012 and 2013 
(-17.6 percentage points). In this region, the same 
trend was observed for the most severe level of FI. 
Between 2011 and 2012 a significant increase was 
Table 1 - Definition of Food Insecurity levels
Food Security Level Definition
Food Security Households show access at all times to enough food for an active and healthy life.
Low Food Insecurity Households reported at least anxiety about lack of food to meet dietary needs. At this level, coping 
strategies to deal with economic and food constraints can also have an impact on the reduction of 
diet quality.
Moderate Food Insecurity Adults in the household reported food intake reduction and changes in eating patterns due to 
economic difficulties in accessing food.
Severe Food Insecurity At this level, households without children experienced the physical sensation of hunger and 
households with children reported a reduction of children’s food intake.










FI prevalence (2.4 percentage points) during the 
same period of analysis. For the most severe levels 
of FI, statistical differences were also found for the 
Alentejo region. Between 2011 and 2012 a significant 
decrease in the prevalence of FI was observed (-7.9 
percentage points) (Table 2).
observed (28.5 percentage points) and at the same 
time a significant decrease (-26.8 percentage points) 
between 2012 and 2013.
For the national average, a decrease in modera-
te FI prevalence was found between 2011 and 2012 
(3.0 percentage points) and an increase in severe 
Figure 2 - Trends in Food Insecurity prevalence in Portugal between 2011 and 2013
Table 2 - Food Insecurity prevalence in Portugal by health region, during 2011-2013
Food Insecurity Low Food Insecurity












National Average 48.6 49.1 50.7 0.5 1.6 2.1 31.0 32.1 33.4 1.1 1.3 2.4
     Alentejo 42.5 43.8 46.5 1.3 2.7 4 23.3 27.7 31.4 4.4 3.7 8.1
     Algarve 56.9 77.1 59.5 20.2* -17.6* 2.6 31.1 18.8 31.7 -12.3 12.9 0.6
     Centro 44.7 45.5 50.0 0.8 4.5 5.3 34.1 34.0 39.2 -0.1 5.2 5.1
     LVT 51.7 58.6 57.9 6.9 -0.7 6.2 33.2 30.5 37.9 -2.7 7.4 4.7
     Norte 46.0 49.1 50.7 3.1 1.6 4.7 28.3 32.1 28.4 3.8 -3.7 0.1
Moderate Food Insecurity Severe Food Insecurity












National Average 11.2 8.2 10.1 -3.0* 1.9 -1.1 6.4 8.8 7.2 2.4* -1.6 0.8
     Alentejo 14.2 6.3 10.5 -7.9* 4.2 -3.7 5.0 9.8 4.7 4.8 -5.1 -0.3
     Algarve 12.6 16.7 12.7 -4.1 -4.0 0.1 13.2 41.7 15.1 28.5** -26.6** 1.9
     Centro 6.2 5.8 7.2 -0.4 1.4 1.0 4.4 5.8 3.6 1.4 -2.2 -0.8
     LVT 12.4 10.7 12.5 -1.7 1.8 0.1 6.1 7.7 7.5 1.6 -0.2 1.4
     Norte 12.5 8.6 9.9 -3.9 1.3 -2.6 5.1 7.9 6.8 2.8 -1.1 1.7
*P<0.05, **P<0.001








Furthermore, differences were found, for the 
health-regions, in FI prevalence through these three 
years. In 2011, household FI ranges by regions from 
42.5% in the Alentejo to 56.9% in the Algarve. The 
prevalence of FI was significantly lower than the 
national average in Alentejo (42.5%), Centro (44.6%) 
and Norte (48.4%). On the other hand, FI was sig-
nificantly higher than the national average in the 
Algarve (56.9%) and Lisboa and Vale do Tejo (51.7%). 
When analysing the differences in FI by categories, 
among Portugal regions, statistical differences were 
found for moderate and severe level of FI and a sig-
nificantly higher prevalence was found in Algarve 
(13.2%), when comparing with the national average 
(Table 3). In 2012, household FI ranged across re-
gions from 43.8% in Alentejo to 77.1% in Algarve. 
The prevalence of FI was significantly lower than the 
national average in Alentejo (43.8%), Centro (45.5%) 
and Norte (47.0%) and, was significantly higher in 
Algarve (77.1%) and Lisboa e Vale do Tejo (58.6%). 
Differences across regions were also found for low 
and severe FI. For low FI, a significantly higher pre-
valence than the national average was found in Lis-
boa and Vale do Tejo (40.2%) and in Centro (34.0%) 
and, a significantly lower prevalence was found in 
Algarve (18.8%), Alentejo (27.7%) and Norte (30.5%). 
For severe FI a significantly higher prevalence when 
comparing with the national average was found in 
Algarve (41.7%) and in Alentejo (9.8%). For the other 
health regions, the prevalence of severe FI was signi-
ficantly lower than the national average (Table 4). In 
2013, household FI ranged across regions from 45.1% 
in Norte to 59.5% in Algarve. The prevalence of FI 
was significantly lower than the national average in 
Alentejo (46.5%), Centro (50.0%) and Norte (50.7%) 
and, was significantly higher in Algarve (59.5%) and 
Lisboa and Vale do Tejo (57.9%). Differences across 
regions were also found for low and severe FI. 
Table 3 - Food Insecurity prevalence in Portugal by health region in 2011 (n=1178)
Food Security Food Insecurity Low Food Insecurity Moderate Food Insecurity Severe Food Insecurity
% (n) 95%CI % (n) 95%CI % (n) 95%CI % (n) 95%CI % (n) 95%CI
Alentejo 57.5% (69) 48.1-66.4 42.5% (51) 33.5-51.8 23.3% (28) 16.1-31.9 14.2% (17) 8.5-21.7 5.0% (6) 1.9-10.6
Algarve 43.1% (72) 35.5-51.0 56.9% (95) 49.0-64.5 31.1% (52) 24.2-38.7 12.6% (21) 8.0-18.6 13.2% (22) 8.4-19.3
Centro 55.3% (151) 49.2-61.3 44.7% (122) 38.7-50.8 34.1% (93) 28.5-40.0 6.2% (17) 3.7-9.8 4.4% (12) 2.3-7.6
LVT 48.3% (167) 42.9-53.7 51.7% (179) 46.3-57.1 33.2% (115) 28.3-38.5 12.4% (43) 9.1-16.4 6.1% (21) 3.8-9.1
Norte 54.0% (147) 47.9-60.2 46.0% (125) 39.9-52.1 28.3% (77) 23.0-34.1 12.5% (34) 8.8-17.0 5.1% (14) 2.8-8.5
Total 51.4% (606) 48.5-54.3 48.6% (572) 45.7-51.5 31.0% (365) 28.4-33.7 11.2% (132) 9.5-13.1 6.4% (75) 5.0-7.9
P value p=0.038 p=0.038 p=0.183 p=0.057 p=0.003
*P<0.05, **P<0.001
P value according to the Chi-square tests.
Table 4 - Food Insecurity prevalence in Portugal by health region in 2012 (n=1208)
Food Security Food Insecurity Low Food Insecurity Moderate Food Insecurity Severe Food Insecurity
% (n) 95%CI % (n) 95%CI % (n) 95%CI % (n) 95%CI % (n) 95%CI
Alentejo 56.3% (63) 46.6-65.6 43.8% (49) 34.4-53.4 27.7% (31) 19.6-36.9 6.3% (7) 2.5-12.5 9.8% (11) 5.0-16.9
Algarve 22.9% (11) 12.0-37.3 77.1% (37) 62.7-87.8 18.8% (9) 8.9-32.6 16.7% (8) 7.5-30.2 41.7% (20) 27.6-56.7
Centro 54.5% (189) 49.1-59.8 45.5% (158) 40.2-50.9 34.0% (118) 29.0-39.3 5.8% (20) 3.6-8.8 5.8% (20) 3.6-8.8
LVT 41.4% (70) 33.9-49.2 58.6% (99) 50.8-66.1 40.2% (68) 32.8-48.0 10.7% (18) 6.4-16.3 7.7% (13) 4.2-12.8
Norte 53.0% (282) 48.7-57.3 47.0% (250) 42.7-51.3 30.5% (162) 26.6-34.6 8.6% (46) 6.4-11.4 7.9% (42) 5.7-10.5
Total 50.9% (615) 48.1-53.8 49.1% (593) 46.2-51.9 32.1% (388) 29.5-34.8 8.2% (99) 6.7-9.9 8.8% (106) 7.2-10.5
P value p=0.000 p=0.000 p=0.023 p=0.053 p=0.000
*P<0.05, **P<0.001










Table 5 - Food Insecurity prevalence in Portugal by health region in 2013 (n=1382)
Food Security Food Insecurity Low Food Insecurity Moderate Food Insecurity Severe Food Insecurity
% (n) 95%CI % (n) 95%CI % (n) 95%CI % (n) 95%CI % (n) 95%CI
Alentejo 53.5% (46) 42.4-64.3 46.5% (40) 35.7-57.6 31.4% (27) 21.8-42.3 10.5% (9) 4.9-18.9 4.7% (4) 1.3-11.5
Algarve 40.5% (83) 33.7-47.5 59.5% (122) 52.5-66.3 31.7% (65) 25.4-38.5 12.7% (26) 8.5-18.0 15.1% (31) 10.5-20.8
Centro 50.0% (167) 44.5-55.5 50.0% (167) 44.5-55.5 39.2% (131) 34.0-44.7 7.2% (24) 4.7-10.5 3.6% (12) 1.9-6.2
LVT 42.1% (101) 35.8-48.6 57.9% (139) 51.4-64.2 37.9% (91) 31.8-44.4 12.5% (30) 8.6-17.4 7.5% (18) 4.5-11.6
Norte 54.9% (284) 50.5-59.3 45.1% (233) 40.7-49.5 28.4% (147) 24.6-32.5 9.9% (51) 7.4-12.8 6.8% (35) 4.8-9.3
Total 49.3% (681) 46.6-51.9 50.7% (701) 48.1-53.4 33.4% (461) 30.9-35.9 10.1% (140) 8.6-11.8 7.2% (100) 5.9-8.7
P value p=0.001 p=0.001 p=0.009 p=0.186 p=0.000
*P<0.05, **P<0.001
P value according to the Chi-square tests.
Table 6 - Adjusted logistic regression analysis results of food Insecurity in Portugal by health region in 2011 (n=1175)
Food Insecurity
Exp (B)  (Odds ratio)
Moderate and Severe Food Insecurity
Exp (B)  (Odds ratio)
Severe Food Insecurity
Exp (B)  (Odds ratio)
Alentejo 0.875 (0.538-1.424) 1.394 (0.759-2.559) 1.341 (0.470-3.827)
Algarve 2.111 (1.344-3.316)* 2.482 (1.434-4.297)* 4.083 (1.829-9.115)*
Centro 1.233 (0.832-1.827) 0.896 (0.517-1.552) 1.733 (0.731-4.108)
LVT 1.888 (1.303-2.736)* 1.784 (1.113-2.857)* 1.794 (0.835-3.857)
Norte Ref. Ref. Ref.
Ref., referent category
Adjusted for respondent age, sex of the respondent, highest level of respondent education, occupational status of the respondent, nationality, presence of children 
in household, family size and number of members in the household with income
*P<0.05, **P<0.001
Table 7 - Adjusted logistic regression analysis results of food Insecurity in Portugal by health region in 2012 
(n=1208)
Food Insecurity
Exp (B)  (Odds ratio)
Moderate and Severe Food Insecurity
Exp (B)  (Odds ratio)
Severe Food Insecurity
Exp (B)  (Odds ratio)
Alentejo 0.660 (0.416-1.046) 0.818 (0.448-1.494) 1.083 (0.508-2.307
Algarve 4.657 (2.151-10.081)** 11.150 (5.306-23.429)** 13.472 (5.862-30.962)**
Centro 0.974 (0.717-1.323) 0.651 (0.420-1.009) 0.694 (0.383-1.259)
LVT 1.505 (1.017-2.227)* 0.976 (0.586-1.627) 0.728 (0.849-1.516)
Norte Ref. Ref. Ref.
Ref., referent category
Adjusted for respondent age, sex of the respondent, highest level of respondent education, occupational status of the respondent, nationality, presence of children 









Table 8 - Adjusted logistic regression analysis results of food Insecurity in Portugal by health region in 2013 
(N=1382)
Food Insecurity
Exp (B)  (Odds ratio)
Moderate and Severe Food Insecurity
Exp (B)  (Odds ratio)
Severe Food Insecurity
Exp (B)  (Odds ratio)
Alentejo 1.165 (0.710-1.911) 0.881 (0.440-1.765) 0.643 (0.211-1.960)
Algarve 1.797 (1.247-2.591)* 2.125 (1.365-3.308)* 2.735 (1.504-4.975)*
Centro 1.271 (0.939-1.722) 0.568 (0.357-0.903)* 0.426 (0.199-0.909)*
LVT 1.877 (1.329-2.652)** 1.349 (0.861-2.113) 1.128 (0.581-2.188)
Norte Ref. Ref. Ref.
Ref., referent category
Adjusted for respondent age, sex of the respondent, highest level of respondent education, occupational status of the respondent, nationality, presence of children 
in household, family size and number of members in the household with income
*P<0.05, **P<0.001
For low FI, a significantly higher prevalence than 
the national average was found in Centro (39.2%) 
and Lisboa and Vale do Tejo (37.9%) and, a signifi-
cantly lower prevalence was found in Norte (28.4%), 
Alentejo (31.4%) and Algarve (31.7%). For severe FI a 
significantly higher prevalence, when comparing 
with the national average was found in Algarve 
(15.1%) and in Lisboa and Vale do Tejo (7.5%). For the 
other health regions, the prevalence of severe FI was 
significantly lower than the national average (Table 
5). For the three years, Algarve (56.9% in 2011, 77.1% 
in 2012 and 59.5% in 2013) and Lisboa and Vale do 
Tejo (51.6% in 2011, 58.6% in 2012 e 57.9% in 2013) 
ranked first with regard to the prevalence of FI in 
Portugal. However, we found some differences in 
these two regions when we analysed FI by different 
categories. For Algarve and particularly regarding to 
the data from 2012 and 2013, we found a significan-
tly higher prevalence than the national average for 
severe FI and a significantly lower prevalence than 
the national average for low FI. On the other hand, 
for Lisboa and Vale do Tejo a significantly higher 
prevalence than the national average was found for 
low FI. On the other hand, in 2011 and 2012 we found 
that Alentejo (42.5% in 2011 and 43.8% in 2012) was 
the region with lower FI prevalence and in 2013, 
Norte (45.1% in 2013) had the lowest prevalence of FI. 
Even after adjusting for the potential confoun-
ders (tables 6 to 8), significant differences were 
found in FI across health regions. In 2011, a signi-
ficantly association was found between FI (for all 
categories of FI) and health region. Comparing with 
the households living in the Norte region, a higher 
risk of FI was found in households living in Algarve 
(OR=2.111; 95%IC 1.344-3.316) and Lisboa and Vale do 
Tejo (OR=1.888; 95%CI 1.303-2.736) regions. When 
we analysed the moderate and severe FI levels we 
found the same association. For the extreme level of 
FI (severe FI) this higher risk was observed only for 
the households living in Algarve region (OR=4.083; 
95%CI 1.829-9.115). 
Data from Infofamília Survey 2012 also showed 
a significant association between FI and health 
region of Portugal. A higher risk for FI was found 
in households living in Algarve (OR=4.657; 95%CI 
2.151-10.081) and Lisboa and Vale do Tejo (OR=1.505; 
95%CI 1.017-2.227), comparing with those living in 
the Norte region. A higher risk for moderate and 
severe FI was also found in households living in 
Algarve. 
Data from the Infofamília 2013 Survey also found 
a higher risk of FI, independent of the FI level for 
households living in the Algarve region. However, for 
households living in Lisboa and Vale do Tejo region 
(OR=1.877; 95%CI 1.329-2.652) a higher risk of FI was 
found just for the overall level of FI. For the extreme 
levels of FI (moderate and severe FI and severe FI), a 











The main focus of this study was to examine FI 
prevalence in Portugal during the economic crisis 
and to identify disparities across health regions. 
Our results suggest that the prevalence of FI was 
relatively unchanged at national and regional levels, 
during the analysis period (2011-2013). The changes 
observed during these three years were not statisti-
cally significant, meaning that sampling variation 
might explain the differences observed in the obtai-
ned results. Considering the results from the three 
independent samples per year, they also showed 
an overall remarkable consistency. Additionally, 
the most recent data, from 2013, indicates a high 
prevalence of FI (50.7%). However it is important to 
take into account that the majority of food-insecure 
households (33.4%) are in the less severe level - low FI 
- meaning that the respondents, at least, had anxiety 
about accessing adequate food or had reduced the 
quality of their food intake, without substantially 
reducing their food quantity. On the other hand, 
moderate and severe FI levels indicate situations 
where the quantity of food intake was reduced becau-
se the household have lack of resources to acquire 
food. This situation seems to exist in 17.3% of the 
Portuguese sample analysed.  
As we know, few studies have been conducted in 
Portugal on FI. The first explanatory study in this 
field was conducted in 2003, reporting a prevalence 
of 8.1% of household FI (Branco et al., 2003). Most 
recently, data from the last Portuguese National 
Health Survey estimated a prevalence of 16.7% for 
household FI between 2005 and 2006 (Álvares, 
2013). Comparing to these results, our study found 
a much higher prevalence for this household 
condition (50.7%). However, our results cannot 
be directly comparable with these data because 
different methodological approaches were used, 
both with regard to the sampling method and to 
the data collection tool. In the study conducted in 
2003 in Portugal, a very brief indicator of FI was 
used, in which this condition was evaluated with a 
food sufficiency question (“During the last 30 days, 
did you change the consumption of any essential 
food because of economic constraints?”) (Branco et 
al., 2003). The Portuguese National Health Survey 
applied the United States Department of Agriculture 
(USDA) Six-Item Short Form of the Food Security 
Survey Module (Álvares, 2013). Thus, the tools used 
by the previous studies to measure household FI in 
Portugal didn’t capture the lower level of severity 
measured by our tool (worrying about running out of 
food). On the other hand, our data were derived from 
a sample of the Portuguese population that frequent 
the National Health System (Health Centres). As we 
use a non-representative sample of the Portuguese 
population, it is not possible to generalize these data 
for the entire Portuguese population. Additionally, 
the data collection period of our study coincided 
with the great economic crisis in Portugal, which 
can in part explain the higher prevalence found. 
It is worth noting that the concept of FI assessed 
in this study (using a household food insecurity 
scale) is based on individual perception concerning 
the household difficulties with food access, which 
could differ in comparison to the real situation of 
household FI. Low FI level is the one most affected by 
individual perception, because it at least represents 
the individual anxiety about uncertainty for food 
access. Indeed, according to our results, this level 
represents the majority of Portuguese food-insecure 
households. It is possible that the current economic 
crisis and that the individual perception of times of 
political, social and economic instability may have 
contributed to the increased perceived risk of FI. 
The prevalence of FI found in our study was 
also higher than the estimated rates obtained with 
similar questionnaires in other countries, such as 
the USA, Canada, Brazil and France. For the USA, a 
prevalence of 14.5% of food insecurity was found in 
2012 (Coleman-Jensen et al., 2013), 12.6% in Canada 
in 2012 (Tarasuk et al., 2014), 30.2% in Brazil in 
2009 (IBGE, 2010) and 12.0% in France in 2006-2007 
(Darmon et al., 2011). The highest prevalence of FI 
observed in Portugal, comparing with prevalence ob-
served in the other countries above described can be 
associated with the great economic depression and 
social instability that Portugal was experiencing 
during the period of data collection, which could 
easily affect the individuals’ perception about their 
households financial insecurity situation. However, 
the comparison with results of other countries is 








dological approaches used, the different social, eco-
nomic, political and cultural contexts of respective 
countries and the time differences of the reviewed 
studies. It is also important to take into account 
that Portugal is one of the OECD countries with 
highest levels of income inequalities. In 2010, the 
OECD estimated that the Gini coefficient (one of the 
most important indicators of inequalities of income 
distribution) was 30.3%, 32.0%, 34.4% and 38.0% 
in France, Canada, Portugal and USA, respectively 
(Oecd Statextracts, 2010). 
Furthermore, disparities according to health 
region were found for household FI in Portugal. Our 
data showed that Algarve and Lisboa and Vale do 
Tejo were the two regions with the highest levels of 
FI. Even after controlling for the potential effects of 
socioeconomic variables that may influence FI, the 
households living in Algarve and Lisboa and Vale do 
Tejo regions were likely to have a higher risk for FI. 
FI disparities among regions, found in our study, 
can be explained by the different social, political, 
economic contexts, by the local food environments 
and as well as by the household characteristics of 
the regions. Recent studies in the United States (US) 
suggested that socioeonomic contexts at regional 
level may be linked to household FI such as: local 
employment conditions, local living cost (housing 
costs), local wages averages, local food assistance 
programs and social assistance programs, local eco-
nomy and social cohesion in the community. Local 
food environments, as the local food distribution 
systems and the availability of food stores in the 
neighborhood, also play an important role in the 
household FI and can also be responsible for the 
disparities across country region (Bartfeld and Du-
nifon, 2005; Bartfeld et al., 2006; Carter et al., 2014). 
In Portugal, data from the National Census (Na-
tional Household Survey on demographic, social 
and economic issues) in 2011, reveal some social and 
economic characteristics of the Algarve and Lisboa 
and Vale do Tejo regions that could be linked with the 
highest levels found for FI in these regions. Portugal 
is a relatively small country but large discrepancies 
are visible between the country’s regions. According 
to the National Census 2011 data, these two regions 
were in the forefront for the prevalence of some of 
the social and economic characteristics, such as a 
high proportion of monoparental families, a high 
proportion of foreign citizens and also ranked 
highest in the average rental cost for housing (Por-
tugal, 2012b, 2012d). 
In 2011, a higher prevalence of monoparental 
families, which are recognized to be a vulnerable 
social group (Rosier, 2011; USDA, 2012), was found 
in Lisboa (18.2%) and in Algarve (16.3%), when com-
paring to the national average (14.9%). Moreover, it 
was also reported by the National Census of 2011 that 
unemployment affects 15.1% of these monoparental 
families (Portugal, 2013). A higher percentage of mi-
nority groups such as migrant populations were also 
found in the Algarve as well as in Lisboa. According 
to these data, Algarve is the Portuguese region with 
the highest prevalence of foreign citizens (11.6%) 
when compared to the national average (3.74%). 
For Lisboa region, the prevalence of citizens from 
other nationalities was also higher (7.2%) than the 
national average. Furthermore, 17.9% of Algarve’s 
population had already lived away from the country 
at least for one year, representing also a higher pre-
valence than the national average (13.2%) (Portugal, 
2012a, 2012b, 2012d). Indeed, migrant populations 
have been also considered as socially vulnerable 
groups and different studies suggest that a migrant 
populations are likely to have a higher risk of FI (Hill 
et al., 2011; Quandt et al., 2004). According to Hill et 
al., it was estimated that migrant individuals had a 
prevalence of FI more than 4 times greater than the 
general US population (Hill et al., 2011). In our study, 
in spite of having a very low percentage of foreign 
citizens (1.8%), we found that foreign respondents 
were more prevalent in the Algarve (31.8%) and Lis-
boa (25.8%) regions. 
Furthermore, Algarve and Lisboa have been des-
cribed as the Portuguese regions with the largest 
proportion of the population born in another part of 
the country (Gomes et al., 2013). Indeed, the internal 
migratory flows in Portugal are characterized by a 
rural depopulation (an internal migration to more 
urbanized areas) and also an internal migration 
from the interior to coastline regions, particularly 
to the capital city (Lisboa) and the Algarve, and these 
migratory dynamics largely affect the characteristics 
of the population living in these regions (Rees et al., 










likely to have family and community/social support, 
which can have an important role in the household’s 
ability to face FI. These social support networks might 
provide financial and emotional support, which can 
impact the vulnerability to FI. Different studies also 
suggest that friends and family support have been re-
cognized as an important coping strategy to deal with 
FI (Bartfeld and Dunifon, 2005; Bartfeld et al., 2006). 
The presence of social networking seems to be less 
evident in these Algarve and Lisboa communities. 
Furthermore, the internal migratory flows from rural 
areas to coastline and urban areas foster the distance 
between these populations and agriculture issues, 
which can also be important as a coping strategy 
to deal with situations of FI. These conditions may, 
in large part, determine the adaptive capabilities of 
these population groups to response to situations of 
FI risk, becoming more vulnerable to this situation. 
Living costs are also expected to play an impor-
tant role. There is substantial geographic variation 
in housing costs and this has important impli-
cations for the household economic situation. In 
2011, the average rental cost for housing was 291 
and 269 euro in Algarve and Lisbon respectively, 
higher values in comparison to national average 
(235 euro). Moreover, during the last decade, the 
increasing trend in average rental cost for housing 
was also higher than the national average for these 
two regions (Portugal, 2012b, 2012d).
It is also generally accepted that job availability 
and working conditions are crucial to ensure food 
security, because of their direct impact on household 
income. Regarding the unemployment rate, Algarve 
in 2011 presented a high prevalence (15.7%), higher 
than the national average (13.2%). However, a lower 
prevalence of unemployment rate was found in 
Lisboa (12.9%), compared to the national average 
(15.7%) (Portugal, 2012b, 2012d).
When we looked at the social inequalities indi-
cators, according to data from a national survey on 
the structure of the expenditures and the income 
distribution of the households living in Portugal 
during 2010-2011, we found that Lisboa showed 
the highest values for these indicators (Gini coe-
fficient of 37.1%). Lisboa is the only region in the 
country that presents higher social indicator levels 
in comparison to the national average. By contrast, 
we found that Alentejo (29.2%) and Algarve (28.4%) 
were the regions with the lower levels for social ine-
qualities indicators. Regarding the relative position 
for the poverty indicators, the differences are also 
significantly across regions. Algarve (11.3%), Lisboa 
(14.2%) and Centro (14.8%) were the regions with 
lower levels for “at risk of poverty rate”, lower than 
the national average (Portugal, 2012e). Therefore, we 
found that Lisboa is at the same time the region with 
the highest level of income inequality distribution 
and the lowest level for poverty indicators. On the 
other hand, Algarve presented lower levels for both, 
poverty and social inequalities indicators, compared 
to the national average. 
The social and economic context of Algarve and 
Lisboa and Vale do Tejo, previously described, could 
be linked with the higher prevalence of FI found for 
these regions. However, it sounds contradictory 
that these two regions present at the same time the 
lowest levels for poverty indicators and the highest 
levels for FI, in comparison to the national average. 
As known, household FI is not a condition just ob-
served in families who are below the poverty line. 
Those families who are not necessary considered 
as poor but are recently facing some situation of 
financial insecurity, usually called as “economic 
shocks” and caused by recent economic changes 
in the household (recent unemployment situation, 
household income reduction and lost of social sup-
port benefits), can be in a more vulnerable situation 
for FI. It is supposed that those families might have 
less adaptive capabilities to deal with situations of 
FI (Leete and Bania, 2010).
Moreover, in the Algarve, tourism and related 
services are the main driving forces of all economic 
activity. The seasonal nature of this economic sector 
can very negatively affect the economic activity of 
the region, particularly in areas like business and 
employment, which can greatly affect the food secu-
rity of its population. This economic sector was also 
the most affected by the unemployment rate, due to 
the current economic crisis (CCDR, 2012).
Additionally, our findings also suggest that 
the Centro region is becoming a less vulnerable 
region for household FI over the period of analysis, 
especially if we look for the most severe levels of 








2011 Census for the Centro region showed a lower 
proportion of monoparental families and lower 
proportion of foreign citizens, than the national 
average. Furthermore, a higher proportion of older 
people was also found in this region when compa-
red to the national average (Portugal, 2012c). These 
socio-demographic characteristics of the Centro 
region might explain in part the lower levels of FI 
found for this region. Unfortunately, we could not 
test any of these hypotheses. 
However our results should be carefully analyzed, 
considering the limitations of this study. Based on 
sample size variations, the comparisons done be-
tween the different years of analysis could be not 
precise. Likewise, the sample size variations are a 
limitation in the comparisons done between health 
regions. In spite of this study having been developed 
at the national level, the sample selected was not re-
presentative of the Portuguese population. Therefo-
re, the prevalence estimated for FI is not necessarily 
generalizable to the entire Portuguese population. 
As well, response bias may have occurred because 
we used a self-reported measure of FI. Lastly, the 
tool applied to measure FI provided data at the 
household level, in which each household member 
may be affected differently by the household’s FI. 
Moreover, since this study is a cross-sectional study 
design, no causal relationships can be established. 
The presence of such high levels of FI in Portugal 
and the identification of different profiles across 
regions show the need to consider FI as a public 
health challenge. Portugal is one of the EU countries 
with the highest inequality and it is only expected 
to get worse, because of fiscal pressures, Portugal 
is making severe cuts on social assistance policies, 
on many public services and also in wages of public 
sector workers imposed by the IMF. All these poli-
tical, social and economic changes could have an 
impact in the vulnerability to FI of the Portuguese 
population. Thus, the continuous monitoring of FI 
situation in the Portuguese population is essential 
to identify groups at risk of FI and to guide decision-
-making in order to mitigate their impact on the po-
pulations’ health. Monitoring FI at local level, with 
the collaboration of municipalities and local social 
institutions, should be considered as future strategy 
to be implemented. The tool applied in our study to 
evaluate household FI is a very simple tool that can 
be easily used by different professionals. The results 
of this study also suggest the need for responses 
addressing the food security concerns, at regio-
nal and local level, in particular those ones more 
affected by this problem (Algarve and Lisboa and 
Vale do Tejo), based on a broader action involving 
the different policy sectors, such as health, social 
security, municipalities and local institutions in the 
field of social economy. Considering the strengths 
and limitations of this study, we believe that it will 
contribute to the knowledge and characterization of 
the FI situation in Portugal, in particular during the 
current economic crisis, mainly in the period of IMF 
financial assistance program in Portugal.
Acknowledgments
The authors would like to thank to all nurses in 
primary health care (Linha Saúde 24) for their su-
pport in data collection and also to the team from 
Directorate-General of Health for their support for 
INFOFAMÍLIA Survey and Luiza Kent-Smith for the 
English language revision of this paper. 
Authors’ Contribution
All authors contributed equally to this work. Gra-
ça, Nogueira and Gregório designed the study. 
Nogueira and Gregório analyzed the data. Gregório 
interpreted the data and wrote the paper. Costa gave 
scientific support and revised the manuscript. All 
authors discussed the results and implications and 
commented on the manuscript at all stages.
References
ÁLVARES, L. M. M. Factors associated with food 
insecurity in the Portuguese population. 2013. 
Dissertação (Mestrado em Nutrição Clínica) - 
Faculdade de Ciências da Nutrição e Alimentação 
da Universidade do Porto, Porto, 2013.
BARTFELD, J.; DUNIFON, R. State-level predictors 
of food insecurity and hunger among household 
with children. Madison; Ithaca. United States 
Department of Agriculture. Economic Research 
Service, 2005. Disponível em: <https://www.idph.
state.ia.us/hpcdp/common/pdf/food_security/










BARTFELD, J. et al. What factors account for state-
to-state differences in food security? Washington, 
DC: United States Department of Agriculture. 
Economic Research Service, 2006. Disponível 
em: <http://www.ers.usda.gov/media/860374/
eib20_002.pdf>. Acesso em: 10 ago. 2014.
BRANCO, M. J.; NUNES, B.; CANTREIRAS, T. 
Uma observação sobre “insegurança alimentar”. 
Lisboa: Instituto Nacional de Saúde Dr. Ricardo 
Jorge, 2003.
CARTER, M. A.; DUBOIS, L.; TREMBLAY, M. 
S. Place and food insecurity: a critical review 
and synthesis of the literature. Public Health 
Nutrition, Wallingford, v. 17, n. 1, p. 94-112, 2014.
CAVERO, T.; POINASAMY, K. A cautionary tale: 
the true cost of austerity and inequality in Europe. 
Oxford: Oxfam GB, 2013.
CCDR ALGARVE - COMISSÍO DE COORDENAÇÃO 
E DESENVOLVIMENTO REGIONAL DO 
ALGARVE. Algarve region: the Algarve in 
Portugal and Europe. Faro, 2012. Disponível 
em: <http://s3platform.jrc.ec.europa.eu/
documents/10157/187136/ALGARVE%20
REGIONv2.pdf>. Acesso em: 10 ago. 2014.
COLEMAN-JENSEN, A.; NORD, M.; SINGH, A. 
Household food security in the United States in 
2012, ERR-155. Washington, DC: United States 
Department of Agriculture. Economic Research 
Service, 2013. Disponível em: <http://www.ers.
usda.gov/media/1183208/err-155.pdf>. Acesso em: 
1 out. 2014.
CEC - COMMISSION OF THE EUROPEAN 
COMMUNITIES. White paper “together for health: 
a strategic approach for the EU 2008 - 2013. 
Brussels, 2007. Disponível em: <http://ec.europa.
eu/health-eu/doc/whitepaper_en.pdf>. Acesso em: 
1 out. 2014.
DARMON, N.; DREWNOWSKI, A. Does social class 
predict diet quality? American Journal of Clinical 
Nutrition, Bethesda, v. 87, p. 1107-1117, 2008.
DARMON, N. et al. Food and nutrient intakes 
of food insecure people in France. Annals of 
Nutrition & Metabolism, New York, v. 53, p. 177, 
2011. Supplement 3.
DI MEGLIO, E. Population and social conditions: 
living standards falling in most member States. 
Eurostat Statistics in focus, Luxembourg, v. 8, n. 
8, p. 1-8, 2013. 
DORE, A. R.; ADAIR, L. S.; POPKIN, B. M. 
Low income Russian families adopt effective 
behavioral strategies to maintain dietary stability 
in times of economic crisis. Journal of Nutrition, 
Rockville, v. 133, n. 11, p. 3469-3475, 2003.
DREWNOWSKI, A. Obesity, diets, and social 
inequalities. Nutrition Reviews, Washington, D.C., 
v. 67, n. 1, p. S36-S39, 2009.
EUROSTAT. Unemployment statistics. [S.l.], 2013. 
Disponível em: <http://epp.eurostat.ec.europa.eu/
statistics_explained/index.php/Unemployment_
statistics>. Acesso em: 29 jul. 2014. 
EVANS, J. M. M. et al. Socio-economic status, 
obesity and prevalence of type 1 and type 2 
diabetes mellitus. Diabetic Medicine, Chichester, 
v. 17, n. 6, p. 478-480, 2000.
GOMES, M. C. S.; MOREIRA, M. J. G.; PINTO, 
M. L. R. Movimentos migratórios internos em 
Portugal, considerando grupos de idades, níveis de 
habilitações académicas e atividade (2001-1995). 
In: CONGRESSO ASSOCIAÇÃO DE DEMOGRAFIA 
HISTÓRICA, 10, 2013, Albacete. Livro de resumos. 
Madrid: Associação da Demografia Histórica, 




pdf>. Acesso em: 21 jul. 2014.
GRAÇA, P. et al. Portugal: alimentação saudável 
em números 2013: Programa Nacional para a 
Promoção da Alimentação Saudável. Lisboa: 




Acesso em: 1 out. 2014.
HILL, B. G. et al. Prevalence and predictors of food 
insecurity in migrant farmworkers in Georgia. 
American Journal of Public Health, New York, v. 








IBGE - INSTITUTO BRASILEIRO DE GEOGRAFIA 
E ESTATÍSTICA. Pesquisa nacional por amostra 
de domicílios: segurança alimentar 2004-2009. 
Rio de Janeiro, 2010.
PORTUGAL. INSTITUTO NACIONAL DE 
ESTATÍSTICA. Censos 2011 resultados definitivos: 
Portugal. Lisboa, 2012a.
PORTUGAL. INSTITUTO NACIONAL DE 
ESTATÍSTICA. Censos 2011 resultados definitivos: 
região Algarve. Lisboa, 2012b.
PORTUGAL. INSTITUTO NACIONAL DE 
ESTATÍSTICA. Censos 2011 resultados definitivos: 
região Centro. Lisboa, 2012c.
PORTUGAL. INSTITUTO NACIONAL DE 
ESTATÍSTICA. Censos 2011 resultados definitivos: 
região Lisboa. Lisboa, 2012d.
PORTUGAL. INSTITUTO NACIONAL DE 
ESTATÍSTICA. Inquérito às despesas das famílias 
2010/2011. Lisboa, 2012e.
PORTUGAL. INSTITUTO NACIONAL DE 
ESTATÍSTICA. Famílias nos censos 2011: 
diversidade e mudança: como evoluíram as 
famílias em Portugal? Lisboa, 2013.
PORTUGAL. INSTITUTO NACIONAL DE 
ESTATÍSTICA. Inquérito às condições de vida 2013 
(dados provisórios). Lisboa, 2014.
LEETE, L.; BANIA, N. The effect of income shocks 
on food insufficiency. Review of Economics of the 
Household, Norwell, v. 8, n. 2, p. 505-526, 2010.
MARMOT, M.; WILKINSON, R. Social 
determinants of health. 2. ed. New York: Oxford 
University Press, 2005.
OECD STATEXTRACTS. Income distribution and 
povert: Gini (at disposable income, post taxes and 
transfers). [S.l.], 2010.  Disponível em: <http://
stats.oecd.org/index.aspx?queryid=46022>. Acesso 
em: 12 jun. 2014.
QUANDT, A. S. et al. Household food security 
among migrant and seasonal latino farmworkers 
in North Carolina. Public Health Reports, 
Washington, DC, v. 119, n. 6, p. 568-576, 2004.
REES, P. et al. Internal migration and regional 
population dynamics in Europe: Portugal case 
study. Leeds, University of Leeds, School of 
Geography, 1998. Working paper.
ROBERTSON, A. Social inequalities and the 
burden of food-related ill-health. Public Health 
Nutrition, Wallingford, v. 4, n. 6a, p. 1371-1373, 
2001.
ROBERTSON, A.; LOBSTEIN, T.; KNAIS, C. Obesity 
and socio-economic groups in Europe: evidence 
review and implications for action. European 
Commission Directorate General for Health 
and Consumers, 2007. Disponível em: <http://
ec.europa.eu/health/social_determinants/docs/
report_healthinequalities_swd_2013_328_en.pdf>. 
Acesso em: 14 abr. 2014.
ROOKS, R. N. et al. The association of race and 
socioeconomic status with cardiovascular disease 
indicators among older adults in the health, 
aging and body composition study. Journals of 
Gerontology, Series B: Psychological Sicences and 
Social Sciences, Washington, DC, v. 57, n. 4, p. 
S247-S256, 2002.
ROSIER, K. Food insecurity in Australia: what 
is it, who experiences it and how can child and 
family services support families experiencing it?. 
Melbourne, Australian Institute of Family Studies, 
2011.
SINGH, G. K.; SIAHPUSH, M.; KOGAN, M. D. Rising 
social inequalities in US childhood obesity, 2003-
2007. Annals of Epidemiology, New York, v. 20, n. 
1, p. 40-52, 2010.
SOBAL, J.; STUNKARD, A. J. Socioeconomic 
status and obesity: a review of the literature. 
Psychological Bulletin, Washington, DC, v. 105, n. 
2, p. 260-275, 1989.
STUFF, J. E. et al. Household food insecurity is 
associated with adult health status. The Journal 











TARASUK, V.; MITCHELL, A.; DACHNER, N. 
Household food insecurity in Canada, 2012. 
Toronto: Research to identify policy options to 
reduce food insecurity (PROOF), 2014. Disponível 
em: <http://nutritionalsciences.lamp.utoronto.ca/
wp-content/uploads/2014/05/Household_Food_
Insecurity_in_Canada-2012_ENG.pdf>. Acesso em: 
20 ago. 2014.
USDA - UNITED STATES DEPARTMENT OF 
AGRICULTURE, ECONOMIC RESEARCH SERVICE. 
Food insecurity rates are high for single-mother 
households and lower for households with 
elderly. [S.I.], 2012. Disponível em: <http://www.
ers.usda.gov/data-products/chart-gallery/detail.
aspx?chartId=40103 - .U6IH7KD0D4M>. Acesso 
em: 20 jul. 2014.
WARD, E. et al. Cancer disparities by race/
ethnicity and socioeconomic status. Cancer 
Journal for Clinicians, Hoboken, v. 54, n. 2, p. 78-
93, 2004.
WORLD FOOD SUMMIT. Declaração de Roma 
sobre a segurança alimentar e plano de ação da 
cimeira mundial de alimentação. Roma, 1996. 
Disponível em: <http://www.fao.org/docrep/003/
W3613P/W3613P00.HTM>. Acesso em: 7 jun. 2014.
WHO (Europe) - WORLD HEALTH ORGANIZATION 
REGIONAL OFFICE FOR EUROPE. Health 2020: 
a European policy framework supporting action 
across government and society for health 
and well-being. Copenhagen, 2012. Disponível 
em: <http://www.euro.who.int/__data/assets/
pdf_file/0020/170093/RC62wd08-Eng.pdf?ua=1>. 
Acesso em: 20 jul. 2014.
WHO (Europe) - WORLD HEALTH ORGANIZATION 
REGIONAL OFFICE FOR EUROPE. Vienna 
Declaration on Nutrition and Noncommunicable 
Diseases in the Context of Health 2020. Vienna, 
2013a. Disponível em: <http://www.euro.who.
int/__data/assets/pdf_file/0009/193878/Vienna-
Declaration.pdf>. Acesso em: 20 jul. 2014.
WHO (Europe) - WORLD HEALTH ORGANIZATION 
REGIONAL OFFICE FOR EUROPE. European Food 
and Nutrition Action Plan 2015-2020. Copenhagen, 
2013b. Disponível em: <http://www.euro.who.
int/__data/assets/pdf_file/0008/253727/64wd14e_












Household food insecurity determinants in Portugal – Results from INFOFAMÍLIA 
National Survey (2011-2013) 
 
 
Maria João Gregório*, Pedro Graça*†, Paulo Jorge Nogueira†‡  
 
*Faculty of Nutrition and Food Sciences, University of Porto, Rua Dr. Roberto Frias, 4200-472 Porto, Portugal 
†Directorate-General of Health, Alameda D. Afonso Henriques, 4100 Lisboa, Portugal 
‡Faculty of Medicine, University of Lisboa, 4100 Lisboa, Portugal 
 
ABSTRACT 
Food insecurity is getting much attention in the recent years in the developed world, due to the growing evidence that shows a higher 
prevalence of obesity and other diet-related non-communicable diseases among low-income groups. This study aims to examine the 
possible socioeconomic and demographic determinants of food insecurity in Portugal. Data derived from three surveys conducted by 
the Portuguese Directorate-General of Health, concerning food insecurity of the Portuguese population between 2011 and 2013. Data 
were collected by face-to-face interviews and food insecurity was evaluated using a psychometric scale. Logistic regression models 
were used to identify the socioeconomic and demographic variables associated with household food insecurity. Among the 
respondents 49.5% were food-insecure. Our results suggest a higher prevalence of food insecurity among households living in Algarve 
(60.6%) and Lisboa e Vale do Tejo  (55.3%) regions, for female respondents (51.9%), households with children and with respondents 
aged between 30 to 64 years, with lower education levels, in an unemployment situation (74.0%), in large families and in households 
with less number of persons having income. These data provides a stable base and a point of reference for policy makers, who deal 
with health and food policy issues and its development especially during these crisis years. 
 





In high-income countries, the health consequences of 
inadequate food intake, mainly with respect to 
overconsumption, has been widely studied. However, less is 
well known about food insecurity of the population and its 
potential negative health outcomes, despite the growing 
evidence showing a higher prevalence of obesity and other 
diet-related noncommunicable diseases among low-income 
groups in the developed world. (Drewnowski 2009; 
Robertson 2001; Singh, Siahpush and Kogan 2010). 
Food security was defined as a situation that exists when “all 
people, at all times, have physical and economic access to 
sufficient, safe and nutritious food to maintain a healthy and 
active life” (World Food Summit 1996). It is a multilevel 
concept, which includes four main dimensions: availability, 
related to food supply; accessibility in order to ensure the 
physical an economic access to food; adequacy to nutritional 
needs in quantity and quality respecting individual food 
preferences and cultural issues and; at last, stability of the 
guarantee of food security over time (Food and Agriculture 
Organization of the United Nations 2008).  
Nowadays, the guarantee of food security became a priority 
action for public health, in order to reduce the social gap in 
diet and diet-related noncommunicable diseases. Indeed, 
there is strong evidence that food insecurity is negatively 
associated with diet quality (Kirkpatrick and Tarasuk 2008) 
and linked to a large number of health conditions (Seligman, 
Laraia and Kushel 2010), such as hypertension (Seligman, 
Laraia and Kushel 2010), hyperlipidemia (Seligman, Laraia 
and Kushel 2010), diabetes (Seligman, Laraia and Kushel 
2010; Seligman et al. 2007), cardiovascular diseases 
(Seligman, Laraia and Kushel 2010) and obesity (Eisenmann 
et al. 2010; Pan et al. 2012; Townsend et al. 2001). Other 
studies also suggest a higher risk for poorer general health 
and lower scores on the physical and mental health in food-
insecure households (Stuff et al. 2004).  
Moreover, several studies have focused on the factors that 
may explain or be linked with food insecurity. The literature 
has recognized three different categories of factors associated 
with this condition: a) socioeconomic and demographic 
characteristics, at individual and household level; b) region-
level characteristics and c) characteristics related to 
community food systems. Since food insecurity is a result of 
financial constraints, different socioeconomic and 
demographic characteristics of households have been well 
documented as risk factors for food insecurity. Household 
food insecurity seems to be strongly associated with 
household income (Che and Chen 2001; Furness et al. 2004; 
Martin-Fernandez et al. 2013; Nord et al. 2010; Rose 1999; 
Tarasuk and Vogt 2009; Tingay et al. 2003), households with 






Chen 2001; Tarasuk and Vogt 2009), lone-parent households 
(Che and Chen 2001; Martin-Fernandez et al. 2013; 
Mclntyre, Bartoo and Emery 2012), divorced and separated 
people (Che and Chen 2001), households with children (Che 
and Chen 2001; Furness et al. 2004; Martin-Fernandez et al. 
2013; Nord, Hooper and Hopwood 2008), households that not 
have their own home (Che and Chen 2001; Tarasuk and Vogt 
2009), less educated persons (Martin-Fernandez et al. 2013; 
Mclntyre, Bartoo and Emery 2012), households with poor 
working conditions (Mclntyre, Bartoo and Emery 2012) and 
with large families (Gundersen, Kreider and Pepper 2011; 
Mclntyre, Bartoo and Emery 2012). Female respondents also 
seem to report higher household food insecurity when 
comparing to male respondents (Matheson and Mclntyre 
2013). Furthermore, different studies also reported that state-
level (Bartfeld and Dunifon 2005; Bartfeld et al. 2006; 
Martin-Fernandez et al. 2013) and community food systems 
characteristics (Kirkpatrick and Tarasuk 2009) are associated 
with household food insecurity. First of all, the local food 
environment has been reported as a factor associated with 
food insecurity in deprived neighborhoods (Kirwan and Maye 
2013), in which, disadvantaged areas have poor access to 
healthy foods (Hilmers, Hilmers and Dave 2012; Lang and 
Caraher 1998; Walker, Keane and Burke 2010). On the other 
hand, local food assistance programs, including food banks, 
community kitchens and social canteens may play an 
important role to mitigate food insecurity. Additionally, 
neighborhood social capital defined, as a “measure of trust, 
reciprocity and social networks” may be also linked to 
household food security status (Kirkpatrick and Tarasuk 
2009; Martin, Rogers and Cook 2004; Walker et al. 2007). 
Some western countries such as Canada and United States 
(US), have already implemented monitoring systems in order 
to evaluate the food insecurity of the population. The 
prevalence of food insecurity in these countries ranged 
between 12.6% in Canadian households in 2007-2008 
(Tarasuk, Mitchell and Dachner 2014) and 14.5% in 
American households in 2012 (Coleman-Jensen, Nord and 
Singh 2013). At European level, less attention has been given 
to food insecurity. Probably, France is the only European 
country with statistics for household food insecurity, in which 
it was estimated a prevalence of 12.0% of household food 
insecurity in 2006-2007 (Darmon et al. 2011).  
In Portugal, until recently, few studies about food insecurity 
were conducted. The most recent study, analyzing data from 
the last Portuguese National Health Survey, estimated a 
prevalence of 16.7% for household food insecurity between 
2005 and 2006 (Álvares 2013). However, since 2011, 
Directorate-General of Health (DGS) in Portugal had 
implemented an annual monitoring system of food insecurity, 
which represents the recognition of food insecurity as a top 
priority for the health policy agenda in Portugal, especially 
when the economic crisis experienced in Portugal during the 
years 2011-2013 has affected most aspects of social life and 
changed living conditions dramatically. 
To our knowledge the identification of food insecurity 
determinants is crucial, as it may give new insights for 
policy-makers in order to develop policies targeting these 
factors. Our study will focus on socioeconomic and 
demographic characteristics of Portuguese households that 
can be associated with food insecurity. This article analyses 
data from the national monitoring system of food security of 
DGS – INFOFAMÍLIA National Survey - in order to 
examine the possible socioeconomic and demographic 
determinants of food insecurity in a sample of Portuguese 
households.   
 
DATA AND METHODOS 
Data and survey design 
Data were derived from the national food insecurity survey in 
Portugal – INFOFAMÍLIA Survey – conducted by the 
Directorate-General of Health. INFOFAMÍLIA survey was a 
cross-sectional study in a sample of users of primary health 
care services. A systematic random sampling was performed, 
in which one in five individuals aged more than 18 years old 
that resorted to the national health system (Health Centres) 
was recruited, during the collection periods. Data were 
collected using face-to-face interviews by nurses in primary 
health care centres. For this study we combined data from 
different collection periods of INFOFAMÍLIA Survey (2011, 
2012 and 2013), being analysed a sample of 3763 households.  
Data included in the present work were collected by 
governmental statistics from the Portuguese Directorate-
General of Health. Ethical considerations were taken into 
account, since appropriate information regarding to the 
present study was given to participants and verbal consent 
was received and the anonymity and confidentiality of the 
data provided by participants was also guaranteed. 
Measures 
Household food insecurity was assessed using a psychometric 
scale adapted from the Brazilian Food Insecurity Scale 
(Instituto Brasileiro de Geografia e Estatística 2010). This 
tool measures both quantitative and qualitative components of 
food insecurity during the previous three months. A score 
ranging from 0 to 14 was obtained as a result of the total 
number of affirmative responses. According to this score, the 
households were classified in four different categories of 
household food insecurity: food security, low food insecurity, 
moderate food insecurity and severe food insecurity (Table 
1). Households classified with ‘low food insecurity’, 
‘moderate food insecurity’ and ‘severe food insecurity’ were 
considered to be ‘food-insecure”. 
Data collected included socioeconomic and demographic 
characterization, including both household and individual 
variables. Data on socioeconomic and demographic 
characteristics include sex of the respondent, respondent age 
group (less than 29, 30-39, 40-49, 50-64 and 65 or more 
years), highest level of respondent education (no education, 
know read and write without attending school, 1st to 4th grade, 
5th to 6th grade, 7th to 9th grade, 10th to 12th grade, high-school 
diploma and unknown) occupational status of the respondent 
(employed, unemployed, retired, housewife, student and 
other), family size, number of members of household with 
income, nationality, presence of children in household and 
health region (Norte, Centro, Lisboa e Vale do Tejo, Alentejo 










Table 1. Definition of Food Insecurity levels. 
 
Statistical analysis 
Data were analysed using the IBM SPSS statistical software 
version 21. Descriptive analysis was undertaken to determine 
the prevalence of food insecurity in Portugal according to the 
socioeconomic and demographic characteristics. Chi-square 
tests were used to assess bivariate associations. Associations 
between household food insecurity and socioeconomic and 
demographic characteristics were estimated using univariate 
and multivariate logistic regression models (Odds Ratio (OR) 
and 95% CI). Our multivariate logistic regression models 
included: respondent age group, sex, highest level of 
respondent education, occupational status of the respondent, 
nationality, presence of children in household, number of 
household members, number of household members 
contributing to household income and health region. For 
logistic regression analysis, moderate and severe categories 
of household food insecurity were combined to increase the 
precision and study power.  
To analyse data from different INFOFAMÍLIA survey 
collection periods, data sets from 2011, 2012 and 2013 were 
merged. Results were considered statistically significant if p-
value is under 0.05 and if it’s below 0.001 they were 
considered highly statistical significant. 
RESULTS 
Characteristics of the sample 
The sample analysed included 3763 respondents with mean 
age of 48.8±16.9 years and a high percentage of female 
respondents (71.3%) was found. The socioeconomic and 






Households show access at all times to enough food for an active 
and healthy life. 
Low Food 
Insecurity 
Households reported at least anxiety about lack of food to meet 
dietary needs. At this level, coping strategies to deal with 
economic and food constraints can also have an impact on the 
reduction of diet quality. 
Moderate Food 
Insecurity 
Adults in the household reported food intake reduction and 




At this level, households without children experienced the 
physical sensation of hunger and households with children 






















Household food insecurity status 
During the previous 3 months, 49.5% (n=1864) of the 
households reported to be food-insecure. From those food-
insecure households, 32.2% (n=1213) are in low food 
insecurity level, 9.8% (n=370) in moderate food insecurity 
and 7.5% (n=281) in severe food insecurity (Table 3).  
Table 3. Household Food Insecurity status (n=3763). 
 
Socioeconomic and demographic determinants of food 
insecurity  
Table 4 details the associations between food insecurity and 
the different socioeconomic and demographic characteristics 
in analysis. All variables (Health region, respondents’ sex, 
number of children in the household, respondents’ education 
level, respondents’ age, respondents’ occupational status, 
family size and number of household members with income), 
with exception for the nationality of the respondent, were 
significantly related to household food insecurity.  
Households living in Algarve and Lisboa e Vale do Tejo at a 
higher risk of food insecurity 
The experience of food insecurity differed (p<0.001) by 
health region, with a higher proportion of households 
classified as food-insecure in Algarve (60.6%) and Lisboa e 
Vale do Tejo (55.3%). However, for low food insecurity 
level, a different pattern was found, with higher prevalence 
for Lisboa e Vale do Tejo (36.3%) and Centro (35.9%), in 
comparison to the national average (32.2%). For moderate 
food insecurity, Algarve (13.1%) and Lisboa e Vale do Tejo 
(12.1%) remain presenting a higher prevalence, comparing to 
the national average (9.8%) (Table 4). Indeed, according to 
bivariate and multivariate logistic regression models, health 
region was a factor associated with household food 
insecurity. In unadjusted analyses, households living in 
Algarve and in Lisboa e Vale do Tejo had a 81.1% and 45.6% 
higher risk to be food-insecure (p<0.001), respectively, than 
households living in Norte region. When we analyze these 
Socioeconomic and demographic characteristics Frequency (n) Prevalence (%) 
Health Region 
Alentejo 318 8.5 
Algarve 419 11.1 
Centro 953 25.3 
Lisboa e Vale do Tejo (LVT) 754 20.0 
Norte 1319 35.1 
Sex   
Female 2683 71.3 
Male 1080 28.7 
Nationality   
Portuguese 3697 98.2 
Foreign 66 1.8 
Number of children in the household   
0 2071 55.0 
1-2 1511 40.2 
3 or more 181 4.8 
Respondent education level   
1st to 4th  969 25.8 
5th to 6th  443 11.8 
7th to 9th  483 12.8 
10th to 12th  885 23.5 
High-school diploma 648 17.2 
No education  188 5.0 
Know read and write without education 137 3.6 
Unknown 10 0.3 
Respondent occupational status   
Employed 1785 47.4 
Unemployed  634 16.8 
Housewife 302 8.0 
Student 90 2.4 
Retired  930 24.7 
Other 22 0.6 
Respondent age group   
<29 455 12.1 
30-39 863 22.9 
40-49 790 21.0 
50-64 855 22.7 
65 or more 800 21.3 
Family size   
1 393 10.4 
2 1037 27.6 
3 983 26.1 
4 906 24.1 
5 or more 444 11.8 
Nº of household members with income   
0 31 0.8 
1 1420 37.7 
2 2000 53.1 
3 or more 312 8.3 
Household Food Insecurity Status Frequency (n) Prevalence (%) 
Food Security 1899 50.5 
Food Insecurity 1864 49.5 
    Low Food Insecurity 1213 32.2 
    Moderate Food Insecurity 370 9.8 









data according the different levels of food insecurity. 
Households living in Algarve were more likely to be food-
insecure (118.5%), for the most severe levels of food 
insecurity (moderate and severe food insecurity) (p<0.001). 
On the other hand, for moderate and severe food insecurity 
levels, a lower risk was found for households from Centro 
region (OR=0.677; 95%CI 0.518-0.885). Similar patterns 
were observed in the adjusted models, suggesting that health 
region was independently associated with food insecurity.  
Females respondents reported higher rates of food 
insecurity 
Female respondents have reported a higher prevalence of 
food insecurity, although the examination for the extreme 
levels of food insecurity (moderate and severe food 
insecurity) indicated that these differences were not 
statistically significant. According to logistic regression 
analyses, it was observed an increased risk of a household 
being identified as food-insecure when the respondent was 
female, even after controlling for other socioeconomic and 
demographic factors. Nevertheless, no significant differences 
were observed for the most extreme levels of food insecurity 
(moderate and severe food insecurity). 
The association between nationality and food insecurity 
No statistically significant association was found between 
nationality and food insecurity, although there is a tendency 
for a higher risk to be food-insecure in households of the 
foreign respondents (Tables 5 and 6).  
The association between number of children in the 
household and food insecurity 
The highest prevalence of food insecurity occurred among 
households with children (households with 1, 2, 3 or more 
children) when comparing to the national average, with 
exception for the severe food insecurity level, in which the 
highest prevalence were found for households with 3 or more 
children (13.3%) and for households without children (8.5%) 
(p<0.001). In the crude models, households with children 
were more likely to be food-insecure (OR=1.538; 95% CI 
1.352-1.750). When we analyse these data by food insecurity 
levels, this association remains statistically significant only 
for low food insecurity category both in crude (OR=1.713; 
95% CI 1.492-1.966) and adjusted (OR=1.349; 95% CI 
1.092-1.667) models. An opposite pattern was observed when 
examining the moderate and severe food insecurity levels – 
households with children were less likely to have reported the 
most severe levels of food insecurity (OR=0.664; 95% CI 
0.502-0.876) than their counterparts. 
Respondents’ educational level as a protective factor against 
food insecurity 
The prevalence of food insecurity ranged from 30.0% in 
households of the respondents with high-school diploma to 
69.7% in households of the respondents with no education. 
As shown in Table 5 and Table 6, education level seems to 
be a protective factor against food insecurity. A higher risk of 
food insecurity was found for households of respondents with 
a lower educational level, in both crude and adjusted logistic 
regression models (Tables 5 and 6).  
Young adults and middle age respondents reported lower 
rates of food insecurity 
The experience of household food insecurity differed by 
respondent age group. Comparing to the national average 
(49.5%), higher rates of food insecurity were found for 
households with young adults (30-39 years) and middle age 
(40 to 64 years) respondents. Considering to the respondent 
age group, different patterns were observed according to food 
insecurity level and, between unadjusted and adjusted 
analyses. When analyzing all levels of food insecurity 
together, households with respondents aged between 30 and 
64 were more likely to be food-insecure, even after adjusting 
for other socioeconomic and demographic factors. When 
analysing food insecurity by levels, households of the 
respondents aged between 30 and 49 had a higher risk for low 
food insecurity while households of the respondents aged 
between 50 and 64 had a higher risk for moderate and severe 
food insecurity (OR=1.410; 95% CI 1.103-1.804) in the crude 
models. After adjusting for the other socioeconomic and 
demographic factors, different patterns were observed, and 
for the most extreme levels of food insecurity (moderate and 
severe food insecurity), households of the respondents aged 
less than 65 years were more likely to be food-insecure. 
Unemployment respondents at a higher risk of food 
insecurity  
A significant gradient was also observed according to the 
respondent occupational status. Food insecurity was more 
prevalent among households of unemployed respondents 
(74.0%) and of housewife respondents (65.9%). In adjusted 
model, households of unemployed respondents remained at a 
higher risk, but there was no significant association for the 
households of housewife respondents. Either for crude and 
adjusted analyses, a lower risk was found for households with 
student respondents, although no significant differences were 
found for moderate and severe food insecurity levels. 
Additionally, retired respondents were also more likely to 
have reported food insecurity for the most extreme levels 
(moderate and severe food insecurity). 
The association between household composition and food 
insecurity 
The prevalence of food insecurity increased significantly with 
increasing family size (OR=4.578; 95% CI 3.032-6.912). A 
higher prevalence of food insecurity was found for single-
person households (15.3%) and for large families (5 or more 
elements) (10.8%), when comparing to the nation al level 
(7.5%). In the adjusted logistic regression models, it was 
observed that households with 5 or more members showed 
four folds higher prevalence of food insecurity than single-
person households (OR=4.578; 95% CI 3.032-6.912). The 
prevalence of food insecurity followed a gradient according 






this gradient was more evident for the most extreme levels of 
food insecurity. With increase in number of people in the 
household the likelihood of being food-insecure increased as 
well, even after adjusting for selected socioeconomic and 
demographic factors. The odds of experiencing food 
insecurity decreased with the increase of number of 
household’s members with income, being the prevalence of 
food insecurity nearly 90% lower in households with three or 
more members with income, compared to those with no one 
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To our knowledge, this is the first study on food security 
status in Portugal during the economic crisis 2011-2013. The 
economic crisis in Portugal and the subsequent austerity 
measures have led to enormous social consequences. The 
living conditions of Portuguese population have changed and 
this transformation affected most aspects of social life mainly 
related to the increasing trends on unemployment rates, in 
working conditions (working time and remunerations) and 
with the extension and coverage of public services provided 
through the State (social support services and other services 
related do health care).  This work sheds light on food 
insecurity and its possible determinants in Portugal during 
this period in order to identify potential effective responses to 
mitigate the problem.  
The results indicated a high prevalence of food insecurity 
among the studied households. We found an overall 
prevalence of food insecurity of 49.5%, with a prevalence of 
32.2% of low food insecurity, 9.8% of moderate food 
insecurity and 7.5% of severe food insecurity. It should be 
take into account that the majority of food-insecure 
households are in the low food insecurity level, which means 
that the respondent at least may experience some degree of 
anxiety about accessing adequate food or may reduce the 
quality of their food intake (in their perception), without 
substantially reduce their food quantity.  
Comparing our findings with the prevalence of food 
insecurity observed in other countries, our data showed the 
highest prevalence, compared to 12.6% in Canadian 
households (2011) (Tarasuk, Mitchell and Dachner 2014), 
14.5% in American households (2012) (Coleman-Jensen, 
Nord and Singh 2013), 30.2% in Brazilian households in 
2009 (Instituto Brasileiro de Geografia e Estatística 2010) 
and 12.0% in French households (2006-2007) (Darmon et al. 
2011). Several reasons could explain these disparities. First of 
all, data presented in our study were collected during the 
austerity age in Portugal, which might have an impact in the 
respondent’s perception of food insecurity risk. Since the tool 
used to assess food insecurity is based on the individual 
perception, it is possible to find an overestimation of the 
individual perception of household food insecurity during 
uncertain economic times. Indeed, the lower level of food 
insecurity, which is the most affected by individual 
perception, because it represents at least the individual 
anxiety about uncertainty for food access, was the most 
prevalent. Despite the fact that, similar tools were used to 
assess household food insecurity, different methodological 
approaches were used in terms of sampling method. All these 
national surveys used national representative samples, 
whereas in our study subjects were recruited from the users of 
the national health system. Furthermore, it is also important 
to take into account that Portugal is one of OECD countries 
with highest levels of income inequalities. In 2010, OECD 
estimated that the Gini coefficient (one of the most important 
indicators of inequalities of income distribution) was 30.3%, 
32.0%, 34.4% and 38.0% in France, Canada, Portugal and 
USA, respectively (OECD StatExtracts 2010), which might 
be associated with the prevalence of food insecurity. In 
addition, comparison between countries could be not feasible 
considering the different social, economic, political and 
cultural contexts of the respective countries and the time 
differences of the reviewed studies.  
As we know, to date few population-based surveys on food 
insecurity have been conducted in Portugal. The first 
explanatory study in this field was conducted in 2003, 
reporting a prevalence of 8.1% of household food insecurity 
in the country (Branco MJ, Nunes B and Cantreiras T 2003). 
More recently, data from the last Portuguese National Health 
Survey estimated a prevalence of 16.7% for household food 
insecurity between 2005 and 2006 (Álvares 2013). 
Comparing to these results, our study found a much higher 
prevalence of food insecurity (50.7%).  
However, our findings cannot be directly comparable with the 
latter studies conducted in Portugal because different 
methodological approaches were used, both with regard to the 
sampling method and to the data collection tool. The most 
important to note is that, the tools used by the previous 
studies to measure household food insecurity in Portugal did 
not capture the lower level of severity of food insecurity 
(worrying about running out of food and perception that food 
is inadequate in either quantity or quality). Furthermore, these 
studies were conducted in different periods of time, with 
different socioeconomic and political contexts in the country. 
Actually, our findings showed that moderate and severe food 
insecurity levels, indicating situations where the quantity of 
food intake was reduced because the household could not 
afford enough food, seem to exist in 17.3% of the Portuguese 
sample analysed.  
In this study we identified different socioeconomic and 
demographic characteristics, at individual and household 
level, that were associated with food insecurity in Portuguese 
households. We found a higher prevalence of food insecurity 
among households living in Algarve and Lisboa e Vale do 
Tejo regions, female respondents, households with children, 
households of respondents with lower educational levels, 
households of the respondents aged between 30 to 64 years, 
households with unemployed respondents, large families and 
households with less number of persons that contribute for 
the household income. 
Data from the national survey on household in food insecurity 
in the US also found disparities among country regions 
(Bartfeld and Dunifon 2005; Bartfeld et al. 2006; Coleman-
Jensen, Nord and Singh 2013), suggesting that regional 
disparities were found according to social, economic and 
political contexts, local food environments, community social 






responsible for different risk of food insecurity. The Canada 
Household Surveys on Food Insecurity also reported regional 
disparities in household food insecurity (Tarasuk, Mitchell 
and Dachner 2013; Tarasuk, Mitchell and Dachner 2014). In 
Portugal, we can identify several characteristics of the 
households living in Algarve and Lisboa e Vale do Tejo 
regions that can be linked to the greater rates of food 
insecurity. Data from Census (National Household Survey on 
demographic, social and economic issues) from 2011, showed 
that these two regions had higher rates of monoparental 
families, foreign citizens, unemployed persons and higher 
average rental cost for housing (Insitituto Nacional de 
Estatística 2012; Instituto Nacional de Estatística 2012). 
Previous researches in the field of food insecurity have 
already identified these household characteristics as 
household food insecurity predictors (Coleman-Jensen, Nord 
and Singh 2013; Kirkpatrick and Tarasuk 2009; Loopstra and 
Tarasuk 2013; Omidvar et al. 2013; Quandt et al. 2004; Rush 
et al. 2007; Tarasuk and Vogt 2009; Tarasuk, Mitchell and 
Dachner 2014; Vozoris and Tarasuk 2003). 
In our study, female respondents were more likely to report 
household food insecurity. Our results are consistent with 
other researchers (Marin-Leon et al. 2011; Matheson and 
Mclntyre 2013; Omidvar et al. 2013). Some studies suggest 
that women might have a greater sensitivity for households 
needs or are even more likely to compromise themselves food 
intake to protect the other household members (Matheson and 
Mclntyre 2013; McIntyre et al. 2003). Furthermore, as Attree 
suggested women are the “primary managers of poverty” in 
the household (Attree 2005). However, in a research 
conducted by Hackett et al, using data from the Brazilian 
National Household Food Insecurity Survey, it was suggested 
that the psychometric properties of the Brazilian food 
insecurity scale was not affected by respondent gender 
(Hackett et al. 2008). 
Our findings showed that households with children were 
more likely to be food-insecure. These results were in line 
with other studies (Coleman-Jensen, Nord and Singh 2013; 
Kirkpatrick and Tarasuk 2009). Nevertheless, in our study 
different patterns were observed when analyzing data 
according to the different levels of food insecurity. Adjusted 
odds ratio demonstrated that households with children 
presented at the same time a higher risk for low food 
insecurity and a lower risk for the most extreme levels of 
food insecurity (moderate and severe levels). One of the main 
coping strategies to deal with food insecurity described in the 
literature is the “mother buffering”, meaning that mothers 
tend to change dietary intake in order to protect their children 
(Maxwell 1996; McIntyre et al. 2003). As we know, severe 
level of food insecurity corresponds to situations when 
households without children experienced the physical 
sensation of hunger or when households with children 
reported a reduction of children’s food intake. It is possible 
that most of food-insecure Portuguese families with children 
have been protecting them from this situation, and this fact 
may contribute to explain the lower risk for families with 
children reporting the most extreme levels of food insecurity.   
We found that education level is an associated factor with 
household food insecurity, being higher school attainment a 
protective factor against food insecurity, even after 
controlling for other socioeconomic factors. Similar results 
have been found in other countries, such USA (Bruening et 
al. 2012; Coleman-Jensen, Nord and Singh 2013; Gundersen 
2013; Rose 1999), Canada (Kirkpatrick and Tarasuk 2009) 
and France (Martin-Fernandez et al. 2013). In Portugal, data 
from the last National Health Survey (2005-2006) also found 
that education is the strongest factor independently associated 
with food insecurity(Álvares 2013).  
Our data also showed that households in which respondents 
were young adults (30-39 years) and middle-aged (40 to 64 
years) were more likely to be food-insecure, suggesting that 
the households of the respondents aged under 30 years and 
the elderly, could be less vulnerable to food insecurity. On 
one hand, in Portugal, unemployment largely affect the young 
adults and individuals in middle age (40 to 64 years) that are 
losing their jobs and becoming in a difficult situation to find a 
new one. On the other hand, subjects aged between 18 and 29 
years old might be less vulnerable for food insecurity, 
because most of them still live in parents’ home or even have 
financial support from parents. Regarding to the elderly, 
different reasons might explain their lower risk to be food-
insecure. First of all, older people are more likely to have life-
savings that can protect them in a situation of economic 
constraints. Secondly, elderly, particularly in Portugal, used 
to have traditional cooking skills that might be protective or 
even more adapted to situations of food insecurity. Moreover, 
in the most of cases, elderly have already lived in times of 
crisis, which can lead to a different experience and perception 
of food insecurity risk by them (Costa et al. 1985; Silva et al. 
1989). All these conditions might provide adaptive and 
resilient capabilities in situations of severe budgetary cuts, for 
this population’ group. Indeed, there is some evidence that 
financial management skills (Gundersen and Garaky 2012) 
and resilience to “income shocks” (Leete and Bania 2010) 
could be important associated factors to food insecurity. Data 
from the US Food Insecurity Surveys also support our finding 
of a less vulnerability for the older people (Coleman-Jensen, 
Nord and Singh 2013; Gundersen 2013; Rose 1999). More 
researches are needed in order to understand how older 
people are affected by food insecurity.  
The higher prevalence of food insecurity among households 
of unemployed respondents comes as no surprise, being in 
line with previous studies (Loopstra and Tarasuk 2013; 
Omidvar et al. 2013; Rose 1999).. This result is particularly 
relevant as Portugal has a high unemployment rate (15.1%) 
(Instituto Nacional de Estatística 2014). These findings are 
consistent with previous studies (Loopstra and Tarasuk 2013; 
Omidvar et al. 2013; Rose 1999). 
The vulnerability of large families for food insecurity was 
also a result of our study. It is easily understood that large 
families could have more difficulties to meet the family 
needs. Similar trends have been described by other authors 
(Marin-Leon et al. 2011; Mclntyre, Bartoo and Emery 2012; 
Omidvar et al. 2013). 
In our study we did not collect data on household income, 
however we found a higher risk for food insecurity in large 
families and in households with less number of persons that 
contribute for the household income and with the 
unemployment situation, which can be indirect indicators of 
household income. Income data were not collected because it 









our survey. Although it is well known that economic factors 
are determinants of household food insecurity, household 
income might be not always a sensitive predictor of 
household food insecurity. Recent changes in the households’ 
economic circumstances, such as recent household income 
reduction, loss/reduction of social benefits, recent 
unemployment increasing the household size, seem to affect 
more strongly the risk of household food insecurity (Rose 
1999; Sarlio-Lahteenkorva and Lahelma 2001). 
We did not find a significant association between 
respondent’s nationality and household food insecurity. This 
might be due to a low number (1.8% (n=66) of foreign 
respondents in our sample. However this association is 
already well described in the literature (Kirkpatrick and 
Tarasuk 2009; Omidvar et al. 2013; Quandt et al. 2004).  
All these results should be interpreted with caution, taking 
into the account the limitations of this study. The sample 
analysed was randomly selected and it is not a representative 
sample of the Portuguese population. Furthermore, as a cross-
sectional study we cannot draw causality associations 
between the different factors. The tool used to assess 
household food insecurity can also induce response bias 
because household food insecurity was based on the 
individual self-perception of the household food insecurity 
risk. The absence of income variable in our logistic models 
might also be a limitation, because the household income is 
greater factor associated with food insecurity. Nevertheless 
other variables included in this study may indirectly reflect 
income. Despite all the limitations pointed out, the 
questionnaire applied to assess household food insecurity was 
extensively validated and applied in several countries in 
national surveys (Bickel et al. 2000; Frongillo 1999; Pérez-
Escamilla et al. 2004), allowing the comparison of the results 
obtained.  
Until recently, estimating the prevalence of household food 
insecurity and its associated factors and determinants in 
Portugal has been constrained by a lack of data at the national 
level. This paper aims at providing a stable base and a point 
of reference for policy makers, who deal with health and food 
policy issues and its development especially during these 
crisis years. This survey will be also important to monitor the 
impact of economic and political changes within the 
Portuguese population.  
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ABSTRACT 
Objective: To analyse the association between household food security and child´s energy balance-related behaviours and their 
potential associated family-environmental determinants, in Portuguese families with children. 
Design: Data were derived from the EPHE project (EPODE for the Promotion of Health Equity), a two-year prospective follow-up 
study, conducted in seven European countries. We analysed data from the baseline evaluation period (2013) of the EPHE project in 
Portugal. Data on child’s energy balance-related behaviours and associated determinants were collected using a parental self-reported 
questionnaire. Household food security was assessed by the six-item USDA questionnaire. 
Setting: Portugal. 
Subjects: A sample of 228 Portuguese families with children aged 6-8 years old.  
Results: We found that 24.9% of households were food-insecure. Based on classification of household food security situation, we 
found statistically significant differences in food consumption patterns. Children from food-insecure households consumed fruit and 
vegetables in lower frequency and sugary-sweeten beverages in higher frequency than children from food-secure households. 
Differences were also observed for children’s screen time and children’s sleeping habits; children from food-insecure households spent 
more time in front of screens. Differences were observed between the food (in)security groups for economic determinants (food 
prices), physical environment (home food availability) and for social environment (parental knowledge, parenting practices, child’s 
nagging behaviour).  
Conclusions: Portuguese children living in food-insecure households are at higher-risk for unhealthy eating and sedentary behaviours. 
Difficulties in behaving healthy within family-environments seem to be clear determinants for inequalities. 
 




Obesity has become one of the most serious public health 
problems in modern societies. The overweight and obesity 
epidemic in Portugal affects about 38% of female and 65% of 
male Portuguese adults (1). Childhood obesity also reaches 
high prevalence rates in Portugal. According to the Childhood 
Obesity Surveillance Initiative, in 2010, 30.2% of Portuguese 
children aged between 6 and 8 years-old were overweight and 
14.3% of those were obese (2). Furthermore, there is strong 
evidence suggesting that obesity and other diet-related non-
communicable diseases are more prevalent among low-
income and less educated individuals. A review of European 
studies, estimated that over 20% of the obesity found among 
men and over of 40% of the obesity found in women, can be 
attributed to inequalities in socioeconomic status (3). Research 
on children illustrates that childhood overweight and obesity 
and unhealthy behaviour are more common in areas where 
parents’ educational level is relatively low (4). Furthermore, in 
recent decades, the social gap in health seems to be 
experiencing an increasing trend and it is also known that 
obesity and other diet-related non-communicable diseases 
have been growing faster in low socioeconomic groups (5; 6; 7). 
Moreover, food insecurity, defined as a situation that exists 
when people have economic difficulties to access food in 
adequate quantities and with high nutritional quality has been 
repeatedly recognised as a potential determinant of obesity (8; 
9; 10; 11). Indeed, numerous studies have examined the 
association between food insecurity and obesity in adults and 
among the results of these studies, obesity is consistently 
more prevalent in food-insecure individuals (8; 9; 12). Several 





individuals are more likely to be overweight or obese (13; 14; 15; 
16; 17; 18). Nevertheless, this association may, at least partly, be 
explained by unhealthy dietary habits and less active lifestyle, 
which are more common amongst low-income or food-
insecure households (3; 19; 20; 21; 22). 
However, studies regarding inequalities in childhood obesity 
and the subsequent link between food insecurity and 
childhood obesity, are scarce and contradictory. Some studies 
have reported childhood obesity being more common in food-
insecure households (23; 24; 25; 26), while others reported no 
association between food insecurity and childhood obesity (27) 
and that children from food-insecure households are less 
likely to be overweight or obese (28; 29).  
As we know, children’s energy balanced-related behaviours 
considered as the key risk factors of obesity, are mostly 
common in food-insecure households. Thus, these risk factors 
may be the key mediators of the association between food 
insecurity and childhood obesity, or in other words, may 
explain to a large extent the link between food insecurity and 
obesity (3; 20; 22; 30; 31; 32).  
It is more challenging to identify/assess the link between food 
insecurity and obesity in the context of the current economic 
crisis and consequently in times of increasing social 
inequalities. Understanding how obesity, the associated 
energy balanced-related behaviours and related social and 
physical environmental determinants are related to food 
insecurity could be helpful for the development of strategies 
to reduce the social gap in health. Hence, we need to know 
the determinants of food insecurity in order to combat food 
insecurity, and knowing the determinants we can gain more 
insight to combat food insecurity and childhood obesity 
simultaneously. 
This study aims to test the hypothesis of a positive 
association between household food insecurity and child’s 
energy balanced-related behaviours (fruit and vegetables 
consumption, soft drinks/fruit juice/water consumption, 
screen exposure and sleep habits). We also aim to identify 
which social and physical environmental determinants can be 
positively associated with household food insecurity. Data 
presented in this work, are part of the EPHE Project, a 
European Project funded by European Commission, aimed at 
assessing the impact of specific interventions using the 
EPODE methodology (33) to diminish inequalities in 




Data analysed in the present paper derived from the baseline 
evaluation period of the EPHE Project in Portugal. The EPHE 
evaluation study is a prospective two-year follow-up design, 
which aims to assess the behavioural change in some energy 
balance-related behaviours and their associated 
environmental determinants in children, according to their 
socio-economic status, and its sustainability over time in 
communities of seven European countries, including 
Portugal. In Portugal, Maia was the selected community, a 
city situated in the north of the country, in the greater area of 
Porto. Our sample included 241 families with children aged 
between 6 to 8 years old, from two public schools in this 
community. The schools were selected accounting for similar 
variation regarding the socioeconomic status. For the present 
analysis, a total of 228 households with children from the 
EPHE evaluation study in Portugal were included. Thirteen of 
the 241 households with children were excluded from 
analyses due to the missing values (34). 
The EPHE evaluation study obtained formal declaration from 
the Medical Ethics Committee of the VU University Medical 
Centre that it does not fall under the scope of the Medical 
Sciences people research Act (WMO). In addition written 
informed consents were obtained from all parents. The 
anonymity and confidentiality of the data provided by 
participants was also guaranteed. 
Data collection 
Data were collected using a self-reported parental 
questionnaire and questionnaires were distributed to the 
children through schools. The questionnaire included 
information related to the family’s socio-economic status and 
household’s food security level, the child’s energy balance-
related behaviours (1) fruit and vegetables consumption; 2) 
soft drinks/fruit juice/water consumption; 3) screen exposure 
(television (TV) and computer) and 4) sleep habits) and 
related social, economic and physical environmental 
determinants. Social determinants associated with the energy 
balance-related behaviours of the child, included: parenting 
practices regarding healthy lifestyle of children (1) parental 
ability to incentivise and facilitate child’s healthy behaviours; 
2) parental permission for energy balance-related behaviours 
of the child; 3) parental behaviour for avoiding negative 
modelling of unhealthy lifestyle; 4) parental behaviour for 
communicating healthy beliefs to their children; 5) parental 
rewarding/comforting practices by allowing their child 
unhealthy behaviours; 6) parental inability to manage child’s 
behaviours), parental knowledge on recommendations and 
child’s nagging behaviour. Physical environmental 
determinants include the home availability of foods and 
situations of a specific habit and the economic determinants 
are related to the price issues.  
The EPHE parental questionnaire was developed using items 
from relevant and validated questionnaires addressed in 
European populations. Items derived from validated 
questionnaires of large European socio-economic surveys (2; 
35; 36) were chosen to define the socio-economic status. For the 
assessment of the energy balance-related behaviours and their 
environmental determinants, items from the ENERGY parent 
and child questionnaires (37), the Pro-children child 
questionnaire (38) and its updated version PRO-GREENS (39), 
were used. Concerning the household food security level, a 
Six-Item Short Form of the Household Food Security Survey 
Module developed from the United States Department of 
Agriculture (40) was used. The household food security scale 
score was obtained according to the sum of affirmative 
responses to these six questions, ranging between 0 and 6. 
According to the score obtained through this scale, 
households were classified in three different categories of 
food insecurity: high or marginal food security, low food 
security and very low food security (Table 1) (41). Data from 
the baseline evaluation of EPHE Project was collected during 








Statistical analysis  
Descriptive analysis was undertaken to determine prevalence 
of food insecurity and to describe the socioeconomic and 
demographic characteristics of the sample. For the current 
analysis, the sample was divided in two groups based on 
household food security classification: food-secure and food-
insecure households. Food secure households correspond to 
the households that have reported high or marginal food 
security and food insecure households included the 
households that reported low food security or very low food 
security. Data on child’s energy balance-related behaviours 
and its family environmental determinants are presented 
through medians and quartile ranges, for each group (food-
secure versus food-insecure households). To compare 
differences in mean ranks according to these two groups the 
Mann Whitney U test was used. Associations between 
household food insecurity and child’s energy balance-related 
behaviours were estimated using univariate and multivariate 
logistic regression models (Odds Ratio (OR) and 95% CI). 
Two different multivariate logistic regression models were 
included: one adjusting for dietary behaviours and another 
adjusting for dietary, sedentary and sleeping behaviours of 
children. Data were analysed using the IBM SPSS Statistical 
Software version 21. 
RESULTS 
Sample characteristics – Socioeconomic and demographic 
sample characteristics and household food insecurity 
classification 
A total of 228 Portuguese households with children from the 
EPHE evaluation study in Portugal were included in this 
analysis. Table 2 presents the socioeconomic and 
demographic characteristics of the sample analysed. Children 
included in the study had a mean age of 6.8±0.8 years. 
During the last 12 months, 25% (n=56) of the households 
reported to be food-insecure. From those food-insecure 
households, 21% (n=47) are in low food security level and 
4% (n=9) in very low food insecurity (Table 3). 
 
Table 1 Definition of Food Security levels. 
Food Security Level Definition Score 
High or Marginal Food Security 
Households show access at all times to enough food for an active and 
healthy life, or at least, households are, at times, uncertain of having 
enough food due to economic constraints, although no reduction in food 
quantity, quality or variety was observed.  
0-1 
Low Food Security 
Households reported, at times, inability to acquire enough food because 
of economic constraints, describing the reduction of quality or variety of 
their diet, but without reduction of their food intake.  
2-4 
Very Low Food Security 
Households, at times, experienced changes in eating patterns including 









Table 2 Socioeconomic and demographic characteristics of Portuguese EPHE families. 
 
 
Socioeconomic and demographic characteristics  Frequency (n) Prevalence (%) 
Children gender   
Boys 119 52.2 
Girls 109 47.8 
Respondent’s age   
< 20 years old 2 0.9 
20-24 years old 3 1.3 
25-30 years old 22 9.7 
31-35 years old 45 19.8 
36-40 years old 95 41.9 
> 40 years old  60 26.4 
Educational level mother   
< 6 years 3 1.4 
6-8 years 27 12.2 
9-11 years 34 15.3 
12-14 years 54 24.3 
15-17 years 54 24.8 
> 17 years 49 22.1 
Educational level father   
< 6 years 8 3.6 
6-8 years 28 12.6 
9-11 years 38 17.0 
12-14 years 57 25.6 
15-17 years 44 19.7 
> 17 years 25 11.2 
Don’t have a spouse/partner 23 10.3 
Current labour status mother   
Carry out a job or profession 164 73.9 
Unemployed  47 21.2 
Student, further training, unpaid work experience  2 0.9 
Permanently disable  1 0.5 
Fulfilling domestic tasks 6 2.7 
Other inactive person 2 0.9 
Current labour status father   
Carry out a job or profession 172 77.1 
Unemployed  24 10.8 
Student, further training, unpaid work experience  0 0.0 
Permanently disable  1 0.4 
Fulfilling domestic tasks 1 0.4 
Other inactive person 25 11.2 
Income perception    
Living confortable on present income  22 9.6 
Coping on present income 106 46.5 
Finding it difficult on present income 70 30.7 







Table 3 Food security status (n=228). 
 
Child’s energy balance-related behaviours according 
household food insecurity 
Table 4 shows that children of food-secure households 
consumed fruit, salad or grated vegetables, raw vegetables 
and cooked vegetables significantly more frequently per 
week, compared to those of food-insecure households. In an 
opposite way, higher values of fruit juices amount, weekly 
fruit juices consumption, frequency of soft drinks 
consumption per week, soft drinks amount, soft and diet soft 
drinks weekly consumption, were observed in children of 
food-insecure households when comparing to their 
counterparts of food-secure households.  
Furthermore, children of food-insecure households were more 
frequently watching TV during the weekdays and spent more 
screen time per week (Table 4).   
Our data suggested that child’s energy balance-related 
behaviours differed between children from food-insecure and 
children from non-insecure households, also after adjusting 
for dietary, sedentary and sleeping behaviours of children. 
We tested the association of these behaviours and household 
food insecurity, using univariate and multivariate logistic 
regression models, since the chance for confounding effects 
of the different behaviours was expected. Univariate logistic 
regression analysis confirmed results provided by the 
descriptive analysis. Eating fruit, salad or grated vegetables 
once a day was inversely associated with household food 
insecurity (OR=0.29 CI 95% 0.14-0.63 and OR=0.27; CI 
95% 0.10-0.76, respectively). Eating raw vegetables and 
cooked vegetables daily, at least once a day was also less 
likely in children of food-insecure households (Fig. 1). In 
contrary, children of food-insecure households were more 
likely to consume soft drinks more than once a week 
(OR=3.06; CI 95% 1.21-7.77), to consume more than 200 ml 
of soft drinks per week (OR=4.92; CI 95% 1.79-13.54) and to 
consume more than 50 ml of diet soft drinks per week 
(OR=6.95; CI 95% 2.25-21.50). Higher intakes of fruit juices 
were also found in children of food-insecure households, 
although statistical significance was not reached (Fig. 2). 
Regarding the screen time behaviours, our findings showed 
that children of food-insecure households have a higher risk 
of spending more than 2 hours per day (OR=2.52; CI 95% 
1.36-4.67) and more than 14 hours per week (OR=2.61; CI 
95% 1.28-5.35) watching TV (Fig. 3). As seen in figure 3, 
children of food-insecure households were more likely to 
wake up at 8 o’clock or later during weekdays (OR=2.61; CI 
95% 1.28-5.35).  
After adjusting for child’s dietary behaviours that might be 
associated with household food insecurity, we found that only 
three behaviours were significantly associated with household 
food insecurity: frequency of cooked vegetables intake, 
weekly soft drinks intake and weekly diet soft drinks intake 
(Fig. 4). The adjusted logistic regression model confirmed the 
suggestion from the univariate analysis, that children of food-
insecure households are less likely to have a higher frequency 
of intake of cooked vegetables; and, on the other hand, that 
these children are more likely to drink higher amounts of soft 
and diet soft drinks per week. The rest of the child’s dietary 
behaviours assessed, were not associated with household food 
insecurity, as suggested by univariate models. Furthermore, 
our adjusted models including all the child’s energy balance-
related behaviours (dietary, sedentary and sleeping 
behaviours), also suggested an association between frequency 
of cooked vegetables intake, weekly diet soft drinks intake, 
number of hours spending watching TV per day and the wake 
up time during weekdays. After adjusting for child’s 
sedentary and sleeping behaviours, the weekly soft drinks 
intake was not associated with household food insecurity 
(Figure 5). 
Social and environmental determinants of child’s energy 
balance-related behaviours according household food 
insecurity 
The differences regarding the social and physical 
environmental determinants of child’s energy balance-related 
behaviours according to household food insecurity are 
presented in table 5.  
     Social determinants  
               Parental practices related to child’s healthy style 
The results for the social determinants related to parental 
practices, showed that parental demand for children to eat 
fruit every day was significantly more common in food-
secure households. Parental allowance for fruit and vegetable 
intake was also higher in the food-secure households, 
whereas it was lower for soft drinks intake and computer 
games use compared to the parental allowance in food-
insecure households. 
Parents from food-insecure households were more likely than 
the ones from food-secure households 
to tell their children that drinking fruit juices, soft drinks and 
watching TV/playing computer games make them fat 
(communicating health belief). Additionally, parents from 
food-insecure households were also more likely to avoid 
negative modelling, for fruit juices intake and for watching 
TV (Table 5). 
Parents of food-insecure households tend to allow their 
children to drink fruit juices and soft drinks and play 
computer games as a rewarding and comforting practice. 
Parental inefficacy to retain rules with regard to television 
viewing and computer exposure was more likely to be 
reported by parents of food-insecure households. 
Furthermore, it was more frequent for parents of food-secure 
to eat vegetables together with their children compared to 
parents from food-insecure households. On the other hand, 




High or Marginal Food 
Security 
112 75.4 
Low Food Security 47 20.6 






parents from food-insecure households were more likely to 
drink fruit juices and soft drinks together with their children 
(Table 5).  
               Parental knowledge on recommendations  
Parental knowledge on recommendations related to 
vegetables consumption was higher for parents from food-
secure households, while no significant differences were 
found for parental knowledge on fruit-related 
recommendations (Table 5).  
               Child’s nagging behaviour 
Children from food-insecure households were more likely to 
try watching TV and playing computer games when it was 
prohibited (nagging behaviour) (Table 5).  
     Determinants of physical environmental 
Considering the physical environmental determinants, 
significant differences according to household food security 
situation was found only for home availability of fruits and 
vegetables. Parents of food-insecure households reported 
lower frequency of fruit and vegetable availability in their 
households (Table 5).  
     Economic environment 
Food insecure households were more sensitive in the price of 
foods. Parents of food-insecure households were more likely 
to report that “I do not give to my child some foods because 
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Figure 2. Unadjusted odds ratio for food insecurity for child’s energy balance-related behaviours (dietary behaviours – fruit 












































































































































































Unadjusted odds ratio for food insecurity for dietary behaviours'




































































































Unadjusted odds ratio for food insecurity for dietary behaviours 

































Figure 4. Adjusted odds ratio for food insecurity for child’s energy balance-related behaviours (dietary behaviours). 
* Adjusted model for child’s dietary behaviours: frequency per week of fruit, salad or grated vegetables, raw vegetables and cooked vegetables, weekly fruit juices 































































































































































































Figure 5. Adjusted odds ratio for food insecurity for child’s energy balance-related behaviours (dietary, sedentary and sleeping 
behaviours). 
* Adjusted model for child’s dietary, sedentary and sleeping behaviours: frequency per week of fruit, salad or grated vegetables, raw vegetables and cooked vegetables, 
weekly fruit juices consumption, weekly soft drinks intake, weekly diet soft drinks intake, TV use per day in weekdays, TV use per week, total screen time per week and 
wake up time at weekdays. 
 
DISCUSSION  
This study aimed to understand how children’s nutritional 
and sedentary behaviours are associated with household 
food insecurity, in a sample of Portuguese households with 
school-aged children (6 to 8 years old).  
Our data showed that about 25% of the households were 
food-insecure. From those, 21% was in low food security 
level. That is to say that these households reported some 
inability to acquire enough food due to economic 
constraints, reducing the quality or variety of their diet, 
without significant reduction of their food intake. On the 
other hand, 4% of the food-insecure households reported 
that their families experienced changes in eating patterns 
including the reduction of food intake during the last 12 
months due to economic constraints. However, the 
household food insecurity scale used to assess this 
condition in our study does not distinguish if this situation 
is affecting only the adult household members or if 
children’s food intake is also compromised (40). Actually, it 
is probably that in some of these food-insecure 
households, their children are not suffering of food 
insecurity, since it is well know that adult, mainly mothers, 
tend to protect their children of this situation, sacrificing 
their own food intake in order to ensure enough food to 
feed their children (42; 43). 
Food insecurity rates found in our study were significantly 
lower than food insecurity prevalence recently estimated 
for a sample of Portuguese households (users of the 
national health system), in a study conducted at the 
national level. According to these data, in 2012, about 49% 
of this sample of Portuguese households was classified as 
food-insecure (44).  It is worth noting that in our study, 
household food insecurity did not take into account the 
lower level of severity of food insecurity concept 
(worrying about running out of food and perception that 
food is inadequate in either quantity or quality), which 
might be a possible reason for the differences found.  
Our findings showed significant differences between 
child’s energy balance-related behaviours and according to 
household food security situation: fruit and vegetable 
consumption, fruit juices and soft drinks intake and total 
screen time (mainly due to the time spent watching TV) 
were more prevalent in children from food-insecure 
households. These results are in line with previous studies, 
suggesting that energy-dense diets and sedentary 
behaviours are more prevalent among children of food-
insecure families or from low socioeconomic status (45; 46; 
47; 48; 49; 50; 51; 52; 53).  
Different studies have shown that lower quality of dietary 
patterns among low-income or food-insecure households 
might be in part due to a lower consumption of fruit and 
vegetables (47; 54; 55; 56; 57; 58; 59; 60; 61; 62; 63; 64; 65; 66; 67). According 
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educational level tend to eat less fruit (-17.0g/person/day 
for men and -13.4g/person/day for women) and vegetables 
(-24.3g/person/day for men and -33.6g/person/day for 
women) (57). Data for the Portuguese population show the 
same trend Moreira et al also suggested that the 
consumption of vegetables (including vegetable soup) and 
fruit had increased significantly with educational level (60). 
The association between low socioeconomic status and 
fruit and vegetables consumption among children is also 
extensively described in the literature, indicating that 
children from low socioeconomic status families eat less 
vegetables and fruit (56; 61; 65; 66; 68; 69; 70). However, fewer 
studies report the association between household food 
insecurity and vegetables and fruit consumption in 
children, while the results are less consistent. While some 
evidence suggests that children from food-insecure 
families were eating less vegetables and fruit (47; 55), others 
have not found significant differences in fruit and 
vegetables intake in children with parents from low 
socioeconomic status or food-insecure households, 
particularly after controlling for potential confounders (71; 
72). Two main reasons could explain these results. First, 
there is evidence showing that mothers of food-insecure 
households tend to protect their children from changes in 
dietary patterns (42; 43). Secondly, similar amounts of fruit 
and vegetables consumption found for children from food-
insecure and food-secure households, could be a result of 
the positive impact of food assistance and nutrition 
programs implemented for food-insecure children. (73). It is 
interesting to note in our analysis that, after adjusting for 
the different child’s energy balance-related behaviours, 
household food insecurity remained just associated with 
child’s frequency of vegetables intake (cooked vegetables). 
Less is known for fruit juices consumption among children 
of low income or food-insecure households. Previous 
studies showed contradictory results. Several studies found 
higher fruit juices consumption among individuals from 
higher socioeconomic status (74; 75; 76). However, according 
to Lorson et al, higher consumption of fruit juices was 
found for children and adolescents living in low-income 
households (77). Regarding to soft drinks consumption, our 
findings are consistent with previous researches, showing 
higher intakes of these beverages among low income or 
food-insecure children (61; 69; 78). Moreover, Welsh et al, 
found that the consumption of sweet drinks is associated 
with overweight among low-income preschool children (79).  
Supporting our findings, other authors have suggested the 
number of hours spent watching TV as a sedentary 
behaviour that can be implicated in the association 
between food insecurity and childhood obesity (26). 
Moreover, our findings are similar to previous findings, 
suggesting that low-income or food-insecure children tend 
to get more screen time (52; 53; 67; 80; 81; 82; 83).  
In addition, in this study we tried to identify some social 
and physical environmental determinants that might 
explain the differences found between the food-secure and 
food-insecure households in child’s dietary and sedentary 
behaviours. As our study shows, there is strong evidence 
that food prices are one of the most important determinants 
of food choices in low-income groups (16). As such, higher 
costs of healthy foods and lower costs of energy-dense 
foods might explain dietary behaviours of low-income or 
food-insecure individuals (13; 14; 16; 84; 85). Food availability at 
home environment, which is closely linked to economic 
determinants, also seems to be an important factor that 
determines food-choice behaviour, with particular 
reference to fruit and vegetables. Previous studies have 
shown that food-insecure households report less home 
availability of healthy foods (51) and that food home 
availability was considered as an important determinant of 
diet quality in food-insecure children (62). We did not test 
the hypothesis of an association between these child’s 
energy balance-related behaviours and its possible social 
and physical environmental determinants. Nevertheless, 
according to our findings we believe that the lower 
frequency of fruit and vegetables intake in children of 
food-insecure households might be related to economic 
difficulty to buy healthy foods and consequently to the 
lower availability of fruit and vegetables in food-insecure 
households. Furthermore, a recent review on the most 
effective strategies to promote the consumption of fruit 
and vegetables, pointed out the need to implement 
initiatives in order to increase the accessibility and 
availability of these foods among all socioeconomic 
groups (86). 
Considering that the dietary and sedentary behaviours 
found more prevalent among children of food-insecure 
households in our study, have been correlated with 
childhood obesity, we suppose that these behaviours could 
be risk factors and important mediators in the paradoxical 
link between household food insecurity and obesity (51). 
Our study also aimed at analysing the association between 
household food insecurity and parental practices in terms 
of healthy lifestyle promotion, since they are important 
determinants for the child’s healthy lifestyle. Our data 
revealed significant differences in parental practices 
according to household food security situation. In general, 
our findings are supported by previous studies suggesting 
that parents of food-insecure households are less likely to 
encourage their children to eat healthy food options (87), 
and are more likely to be permissive for child’s unhealthy 
behaviours (88), to reward their children with food and 
sedentary behaviours (87; 88; 89) and to be less efficient in 
retaining child’s rules related to food and sedentary 
behaviours (90). Additionally, previous studies have shown 
that negative parenting modelling was more likely in food-
insecure parents. Furthermore, Vereecken et al showed that 
mothers from higher educational level were more likely to 
restrain themselves from sweets (88). Moreover, positive 
parental modelling was shown more prevalent among 
food-secure parents and it was associated with higher 
intakes of vegetables in children in several studies (88; 91; 92; 







Some literature suggests that all these practices can 
negatively affect child´s healthy behaviours (96; 97; 98). For 
instance, it has been established that parental behaviour for 
encouraging children to eat healthy foods in a non-
authoritarian way, is associated with increased vegetables 
consumption among low-income children (87). Moreover, 
parental practice of using food as a reward has been 
associated with overeating and obesity in children (99; 100; 
101; 102). These results suggest that parental practices and 
social determinants might have a mediating role in the 
association between child’s unhealthy dietary behaviours 
and household food insecurity. 
In line with other studies, our outcomes suggests that food-
insecure families are more likely to perform less adequate 
parenting practices regarding to child’s food choice 
behaviour. Indeed, psychological and emotional effects 
associated with situations of caregiver depression and 
anxiety related to the lack of food, which are common in 
food-insecure parents, have been showed to affect parents’ 
ability to care for their children with negative impact on 
children’s health and development (103; 104; 105; 106). 
The present study has several particular strengths. To our 
knowledge, this is the first study conducted in Portugal, 
trying to examine the association between household food 
insecurity and children’s health behaviour and at the same 
time its potential family-environmental determinants. 
Second, to our knowledge, to date, limited studies exist for 
understanding the social determinants of child’s energy 
balance-related behaviors, particularly those related to 
parenting practices among food-insecure households.  
Nevertheless, a number of limitations of the current study 
must be considered when interpreting the results. The 
analysed sample was a convenience sample and not 
representative of the Portuguese population; that is why we 
cannot generalize these results. Moreover, the 
questionnaire was self-reported and all the answers reflect 
the parent’s or caregiver’s perception. The tool used to 
assess household food insecurity is also based on the 
individual self-perception in which an overestimation of 
data is expected due to the current economic instability in 
Portugal. Additionally, it is difficult to compare the 
different studies presented in the literature. Firstly, due to 
differences in socioeconomic and demographic 
assessment, given the variability in economic, social and 
cultural contexts of each country. Secondly, because of the 
different measurement of socioeconomic status and the 
food security situation of the household. Finally, this is an 
observational study and thus conclusions about causality 
cannot be drawn.  
Our findings suggest differences in several risk factors for 
childhood obesity and overweight in a sample of 
Portuguese families with children and provide interesting 
evidence for action giving insight regarding the 
determinants of these behaviours, particularly in those 
related to family environmental determinants. Physical 
environmental factors of child’s energy balance-related 
behaviours, such as food costs and availability of healthy 
foods, seem to be relevant determinants of food choices 
among food-insecure individuals. These findings support 
the most recent international guidelines from policy 
documents in the field of food and nutrition. These 
documents have been suggesting that there is a need to 
move away from policy interventions focused on citizens’ 
empowerment, to policy interventions that enable changes 
in food environments. Promoting the availability and 
supporting the physical and economic access to healthy 
foods is particular important when we aimed at reducing 
social inequalities in health (30; 107; 108). Furthermore, some 
parental practices that seem to be linked with childhood 
obesity were more prevalent among food-insecure 
households. To our knowledge, such parental practices 
could be considered as important targets for interventions 
to reduce social inequalities in childhood obesity. All these 
findings will be used to adapt, tailor and improve the 
EPODE approach implemented via the Maia programme. 
The EPODE model aims at changing behaviours through 
multi-factorial strategies, focused both on individual 
behaviour and the environment. Modifying habits requires 
changing perceptions, the micro-environment (e.g. schools, 
homes, neighbourhoods) and the macro-environment (e.g. 
education and health systems, governments, the food 
industry and society’s attitudes and beliefs) so that healthy 
behaviours prevail. The EPHE Project and its results show 
that interventions must be adapted to fit the local context 
and needs from all socio-economic groups. 
Concluding, our study reveals several inequalities in 
child’s dietary and sedentary behaviours, and at the same 
time, factors related to home food environment and to 
parental food practices that might be associated with 
household food insecurity. Furthermore, this research give 
us new insights regarding to the different energy balance-
related behaviours of the child, as well as, the 
environmental and parental practices related with these 
child’s behaviours that might explain the link between 
househood food insecurity and childhood obesity.  
Our outcomes suggest that future interventions aiming at 
reducing inequalities in childhood obesity and overweight, 
should consider social and physical environmental 
determinants of the child’s energy balance-related 
behaviours. Thus, community-based interventions, which 
are tailored to the local environment might be a type of 
intervention that should be into consideration when the 
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ABSTRACT 
In Portugal as in many other European countries, feeding the family with limited economic resources has become a big challenge. 
Actually, food insecurity (FI) affect a large proportion of the Portuguese population, a prevalence of 49% was found for FI in 2012. 
Most food and nutrition researches are lacking on in-depth understanding of the complexity of food-choice behaviour in situations of 
FI, especially in Europe and other western regions. This study aims to illustrate the complexity of food-choice behaviour and its 
associated factors and barriers, providing data on coping strategies to deal with FI in a sample of low-income families in Portugal. 
This study was carried out between May-December 2013 and fieldwork took place at two social housing neighbourhoods in Portugal. 
A sample of 31 households was selected by a systematic random sampling. A qualitative approach was used and in-depth semi-
structured interviews were conducted. Thematic analysis were used to analysis qualitative data using Nvivo. 
This study suggested that food-choice behaviour in low-income Portuguese families is broadly influenced by economic, social and 
psychological determinants. Our findings also revealed that food-related coping strategies to deal with FI might be compromising diet 
quality rather than the reduction of food intake amounts. From the narratives analysis it is highlighted: 1) physiological factors (anxiety 
and stress) and social interactions affects food-choice behaviour; 2) loneliness in particular in older people as an important influencing 
factor of their food choices; 3) food assistance and social support networks (families/friends) as main coping strategies; 4) older people 
seems to have a different perception of FI and 5) women were at a higher risk to be affected by the coping strategies to deal with FI. 
The understanding of the broad range of determinants of food-choice behaviour, as well as the coping strategies used to manage food 
and economic constraints are quite important to develop public health nutrition interventions addressing social inequalities in health. 
 





The right to food is a basic human right internationally 
recognized, since 1948, within the Universal Declaration of 
Human Rights (United Nations, 1948). However, food 
insecurity (FI), defined as the “lack of physical and economic 
access to sufficient, safe and nutritious food to maintain a 
healthy and active life” (World Food Summit, 1996) remains 
an important public health problem, even in high-income 
countries (Coleman-Jensen, Nord, & Singh, 2013; Health 
Canada; Martin-Fernandez, Grillo, Parizot, Caillavet, & 
Chauvin, 2013). In Portugal, according to data from a 
national household survey, about 49% of households 
analysed were food-insecure in 2012 (Graça et al., 2013). 
Indeed, there is consistent scientific evidence showing that 
diet quality follows a social gradient, in which low-income 
groups have a greater tendency to have unbalanced diets, 
higher in energy and with poor nutrient-rich foods (Darmon 
& Drewnowski, 2008; Drewnowski, 2009; Drewnowski & 
Specter, 2004; Galobardes, Morabia, & Bernstein, 2001). 
Low-income groups seems to have a significantly lower 
intake of healthy foods, such as fruit, vegetables (Irala-
Estévez et al., 2000) and whole grains and a higher intake of 
less healthy foods such as full-fat milk, fat meat products and 
sugar (Darmon & Drewnowski, 2008; Drewnowski & 
Specter, 2004). Furthermore, considering these unbalanced 
eating habits, it is not surprising that food-insecure 
individuals are more vulnerable to obesity (Robertson, 
Lobstein, & Knais, 2007) and other diet related non-
communicable diseases (Evans, Newton, Ruta, MacDonlad, 
& Morris, 2000; Rooks et al., 2002; Ward et al., 2004). 
Moreover, as suggested in the literature, these unbalanced 
dietary patterns and their consequently negative health 
outcomes, might be related with the coping and mitigation 
strategies that household used to manage food and economic 
constraints. Different coping strategies to deal with FI have 
been showed by different studies, such as: reduce food 
consumption quality or quantity, change to less preferred 
foods, limit food portion size, skip meals, practice maternal 
buffering, avoid some food types, borrow food or money and 






(Brink, 2002; Kempson, Keenan, Sadani, & Adler, 2003; D 
Maxwell, 1996; S. Maxwell & Frankenberger, 2002).  
However, most food and nutrition researches are lacking on 
in-depth understanding of the complexity of food-choice 
behaviour of individuals or households in situations of FI, 
especially in Europe and other western regions. 
To our knowledge, understanding all the factors that might 
influence food-choice behaviour is important to provide new 
insights for the design and implementation of effective 
strategies to reduce health inequalities. In spite of eating 
behaviour being determined by a large number of factors, the 
economic, social and environmental determinants are quite 
crucial in food-choice behaviour of low-income groups 
(Darmon, Briend, & Drewnowski, 2004; Drewnowski & 
Darmon, 2005; Drewnowski & Specter, 2004; Maillot, 
Darmon, Vieux, & Drewnowski, 2007). Besides economic 
determinants (income and food costs), social factors, such as 
social support mechanisms and social norms; cultural factors, 
like traditions, values and norms; and physical environmental 
factors, such as housing conditions, availability and access to 
healthy foods, seem to play an important role in food choices, 
with particular relevance for low-income groups (Dibsdall, 
Lambert, Bobbin, & Frewer, 2003; Power, 2005; Shepherd, 
1999). 
Data regarding food-choice behaviour, its main determinants 
and coping strategies to deal with FI are difficult to obtain 
through the traditional quantitative methodologies used to 
evaluate food consumption. In fact, researches on food and 
nutrition in the field of food consumption assessment 
typically collect quantitative data regarding to food 
consumption and nutrient intake and, are not usually designed 
to obtain in-depth understanding of the complexity of food-
choice behaviour in low-income groups. The understanding 
of social, cultural and environmental determinants of food-
choice, as well as coping strategies to deal with situations of 
economic constraints, implies the development of qualitative 
researches, in which individuals express their beliefs, 
attitudes, perceptions and knowledge about eating behaviour. 
The purpose of this paper is to illustrate the complexity of 
food-choice behaviour in situations of FI, its associated 
factors and barriers, and also provide data on coping 
strategies to deal with FI, according to a qualitative analysis 




The study design and sampling 
 
The fieldwork of this qualitative study was carried out 
between May and December 2013 and took place at two 
social housing neighbourhoods in the Municipality of Vila 
Nova de Gaia in Portugal. One of them is situated in a rural 
area and the other one in an urban area. Vila Nova de Gaia is 
a municipality covered by the Greater Metropolitan Area of 
Porto, classified as a predominant urbanised area and located 
in the coastal northern of Portugal. The resident households 
in these two social housing neighbourhoods at the data 
collection period were the target population for this study. 
For the participants’ recruiting a systematic random sampling 
was performed, in which, every fourth household was 
selected from the complete list of households of each 
neighbourhood. A sample of 50 households was recruited, 
corresponding 25 households of each neighbourhood. The 
purpose of the households’ selection criteria was to recruit a 
sample with some heterogeneity in terms of household type 
(Table 1). From those 50 households, 15 of them did not 
agree to participate in the present study and 4 interviews were 
excluded from the analysis because of lack of quality data. 
This study had the approval from the municipality services 
responsible for social housing sector and written informed 
consent were obtained from all subjects. The ethical 
principles of anonymity and confidentiality of data provided 
by the interviewers were guaranteed. 
Table 1. Participants according to neighbourhood area and 
household type (n=31). 
 





Household type   
    Single adult, working age 1 0 
    Single adult, retirement age 4 2 
    2 or more adults, at least 1 of working age 6 1 
    2 or more adults, all retirement age 1 0 
    1 adults, 1 or more children 1 4 
    2 or more adults, 1 or more children 7 4 
 
Data collection 
A combination of quantitative and qualitative data collection 
methods was applied. Data from this paper is concerned with 
the qualitative data collected during the first interview. For 
the qualitative purpose, in-depth semi-structured interviews 
were conducted by the main researcher. Households were 
interviewed in their own home on three different occasions 
and each interview took approximately one hour. Table 2 
presented data collected in this three household visits. The 
interviewed person was the household member responsible 
for food purchasing and food preparing. Qualitative data was 
collected aiming at obtain information related to eating 
behaviour (food purchasing and cooking skills); attitudes and 
barriers for healthy eating; coping strategies to deal with FI; 
knowledge, beliefs and self-perception about healthy eating 
and other aspects related to household dietary patterns and 
food choices. The semi-structured guide was designed 
following a literature review of influencing factors of food 
choice behaviour and coping strategies to deal with FI in low-
income families (Table 3).  
The semi-structured guide was piloted previous in four 
families to ensure that the type and follow of questions were 
understood and appropriate to the aims of the study. The 














Table 2. Data collection methodology of this study. 
Households 
interviews  
Data collected  
Interview 1 
In-depth semi-structured interview covering: family food 
patterns, food preparation/ cooking skills, food purchasing 
behaviour and determinants of food choices, attitudes and 
barriers for a healthy eating; coping strategies to deal with 
food economic constrains, knowledge, beliefs and self-
perception about healthy eating 
Dietary data: 24h recall 
Household food insecurity assessment 
Interview 2 Dietary data: 24h recall 
Interview 3 Dietary data: 24h recall 
Anthropometric measures (height and weigh)  
 
Table 3. Areas addressed in the semi-structured interview.  
Family food patterns 
   Family food/meal patterns over the month 
   Eating out patterns 
   Essential/basic foods 
Food preparation/Cooking skills 
   Responsibility in the family for food preparing 
   Home conditions for food preparing 
   Like/dislike cooking 
   Culinary skills/perception of cooking abilities 
Food purchasing behaviour and determinants of food choices 
   Responsibility in the family for food purchasing 
   Locals of food purchasing 
   Main determinants of food purchasing 
Attitudes and barriers for a healthy eating 
 Copping strategies to deal with economic constrains 
   Changes in diet due to economic constraints  
   Special arrangements for children food patterns 
   Food preparing/purchasing strategies to reduce costs 
   Home production of food 
   Other sources of food support 
Knowledge, beliefs and self-perception about healthy eating 
   Auto-perception about healthy eating 
   Auto-perception about the importance of eating a healthier diet 
   Changes that respondents would like to make to their own diet and of their 
family 
   Auto-perception about what would help them to make improvements in their 
own diet and of their family 
!
Data analysis 
The data from the interviews were transcribed and analysed 
using Nvivo 8 and coded for specific themes, using free 
nodes categorization (Richards, 1999). Thematic analysis was 
used to analysis the qualitative data, according to the themes 
and subthemes addressed in the semi-structured interviews. 
The unit of analysis was the sentence and each sentence was 
coded just for one theme, since the categories should be 
mutually exclusive (Denzin & Lincoln, 1994). Analysis 
focused on enumerating the presence or absence of each code 
in the respondents’ discourses (Bardin, 1994). The main 
researcher of this work and another researcher read all the 
transcripts and coded the interviews according to the 
categories that had emerged. The strategy of triangulation 
was employed in order to improve the validity of the data and 
its interpretation. After discuss about the more relevant 
themes and sub-themes, a new categorization was done, 
without major discrepancies comparing to the first coding. 
RESULTS 
A final sample of 31 households from rural and urban areas 
was obtained. Approximately 90.3% of the participants were 
female with a mean age of 53.81 ± 15.19 years.  The mean of 
income per capita was 225.84 ± 143.89 Euros. Table 3 
provides socio-demographic characteristics of the sample.  
 
Table 4. Socioeconomic and demographic characteristics of participants (n=31). 
Socioeconomic and demographic characteristics  Frequency (n) Prevalence (%) 
Respondent’s gender   
Male 3 9.7 
Female 28 90.3 
Respondent’s age   
≤29 1 3.2 
30-39 4 12.9 
40-49 7 22.6 
50-64 8 25.8 
65 or more 11 35.5 
Respondent’s educational level   
No education 1 3.2 
1st to 4th 6 19.4 
4th  14 45.2 
5th to 6th  3 9.7 
7th to 9th  5 16.1 
10th to 12th  1 3.2 
High-school diploma 1 3.2 
Respondent’s occupational status   
Employed 6 19.4 
Unemployed  10 32.3 
Housewife 2 6.5 
Retired  13 41.9 
Household type    
    Single adult, working age 0 0.0 
    Single adult, retirement age 7 22.6 
    2 or more adults, at least 1 of working age 7 22.6 
    2 or more adults, all retirement age 1 3.2 













!!!!!1.!Family food patterns 
Regarding to individuals’ perception in terms of dietary 
eating patterns through the month, most of individuals 
considered that household eating patterns are very similar 
along the month, suggesting a lack of variety in their diet 
because of not having sufficient financial resources to 
diversify their food choices. However, some households 
suggested the existence of periods of overconsumption along 
the month, in particularly near the beginning of the month, 
after receiving wages or other income benefits.  
With respect to eating out patterns, most of individuals stated 
that they never eat out in a restaurant because of their poor 
financial situation. Nevertheless, a couple of individuals, in 
particularly those who lived alone, talked about eating out, 
mainly for breakfast, as an important way to socialize with 
others. It was also noted that single older persons tend to not 
prepare hot main meals, especially for dinner, because they 
don't feel motivated to prepare meals just for themselves. In 
that sense, using of convenience foods was also reported as 
typical products appreciated by single older persons. 
It was also interesting to note that, individuals' discourses 
revealed little management skills in terms of diet planning 
through the month. Most of individuals had the perception 
that their financial situation did not allow them to plan and 
purchase foods for a month (Table 5). 
 
!!!!!2.!Food preparation and cooking skills 
In the most of households interviewed, women are the main 
household member responsible for food preparation and 
cooking. Most of these women expressed that they like 
cooking. In the individuals' own perception, they have the 
necessary culinary skills. When we asked about the necessary 
kitchen equipments for cooking, almost all households 
reported that they have all conditions and the kitchen 
equipments for food preparation.   
!!!!!3.! Food purchasing behaviour and determinants of 
food choices 
Regarding food purchasing, the same trend was observed and 
women were often the household member with the 
responsibility for food shopping. However, amongst older 
persons, it was common to be mentioned that they have help 
of their family with grocery shopping, because of their 
difficulties in carrying heavy shopping bags.  
Food prices were reported as the main determinant of food 
choices. Moreover, according to individuals' statements, 
family food preferences were reported as the second more 
relevant determinant of their food choices. On the other hand, 
convenience attributes of foods and attributes related to 
health benefits were rarely noticed in the individuals’ 
discourses. Concerning to the reasons associated with food 
store choice, the most important determinants described were: 
low prices, proximity of food stores, fruit and vegetables 
variety and freshness and meat freshness. Thus, for grocery 
products, supermarkets and hypermarkets were the primary 
food store choice. For fresh foods shopping (fruit, vegetables 
and meat), almost all the respondents prefer the small local 
stores, like greengrocers and butchers, considering the 
freshness of the available foods. This trend was much more 
evident in the older person’s discourses. The characteristics 
of these small local stores related to payment facilities were 
also pointed as an important determinant of food store choice 
in times of economic difficulties (Table 6). 
    2 or more adults, 1 or more children 11 35.5 
Social benefits    
Yes 12 38.7 
No  19 61.3 
Residence area    
Urban  11 35.5 
















































































































































































































































































































































































































































































































































































































































































































































ples of responses related to the determ
inants of food choices and barriers for healthy eating. 
D
eterm
inants of food choices 
Exam
ples of responses 
     P
rice attributes 
I buy based on price, usually w
hat is cheaper. G
enerally I buy the ow
n-brand food products, they are 
m
uch cheaper and the quality is good. (2 or m
ore adults, 1 or m
ore children; unem
ployed; urban area) 
 
     Fam
ily food preferences (husbands and children) 
B
ut I also try to buy things that I know
 that m
y children and m
y husband likes. (2 or m
ore adults, 1 or m
ore 
children; unem
ployed; urban area) 
 
     P
roxim
ity of food stores  
U
sually I buy at the P
ingo D
oce because it is closer hom
e. I know




e. I have asthm




ith all shopping bags. (1 adult, 1 or m
ore 
children; unem
ployed; rural area) 
 
     Freshness attributes  
I choose the very pretty and fresh vegetables. I used to buy fruit and vegetables here in the fruteria in the 
neighbourhood, because there is a m
ore variety and the products are alw
ays very fresh. (single adult, 
retirem
ent age; retired; urban area) 
B
arriers for healthy eating 
Exam
ples of responses 
     E
conom
ic barriers 







ore expensive, I cannot buy it. For exam
ple turkey ham
 is also m
ore expensive. (1 adult, 1 
or m
ore children; em
ployed; urban area) 
 
     Fam
ily food preferences for unhealthy foods 
It's hard to diet because m
y husband likes spicy foods and w
ith m
ore fat. (2 or m
ore adults, 1 or m
ore 
children; unem
ployed; urban area) 
 
     Lonely m




as alive I bought m
eat and fish, now
 only for m
e, I don’t buy. (single adult, retirem
ent 
age; retired; rural area) 
 
















orked I ate less and I did less exercise. I increased m
y w
eight since I becam
e unem
ployed. (2 or 
m
ore adults, 1 or m
ore children; unem









4. Attitudes and barriers for a healthy eating 
Not surprisingly, economic barriers were presented in the 
majority of individuals’ statements. The perception that 
healthy food options are more expensive was also presented 
in the individuals’ discourses. Moreover, some of the 
interviewed women mentioned that taste preferences of their 
husbands/partners are also a barrier for healthy eating. These 
women had the perception that their husbands prefer less 
healthy food options, mainly foods with high fat and high salt 
content. 
Among older persons living alone, feelings of sadness 
because of having lonely meals, was also suggested as a 
reason for snacking instead of having a hot main meal, 
mainly at dinner. 
Since most of interviewed individuals are unemployed, lack 
of time was not often reported as a barrier for cooking. 
Moreover, some unemployed persons, associated their 
unemployment situation as a leading cause of weight gain, 
explaining that they have become less active since they have 
lost their job and, at the same time, tend to over consume 
food (Table 6). 
  
5. Coping strategies to deal with economic 
constraints  
Different coping strategies to deal with FI were identified in 
the individuals’ statements, which are described in table 7. It 
was evident in the most of individuals’ discourses that they 
prioritize to use their economic resources to feed their family. 
In this context, it was also clear in the analysed statements the 
mechanisms used to manage the household finances in order 
to ensure money for food. Our results found that the most of 
interviewed individuals tend to reduce household expenses 
with other basic household goods, such as: reduce or 
eliminate clothes shopping, reduce medication costs and 
delay in payment of bills (electricity, telephone, water bills or 
house rent). Regarding to coping strategies related to food 
issues, almost all households with children expressed that 
children are the most protected in the household, in terms of 
food intake. Moreover, women/mothers seems to be the most 
vulnerable to FI, because they tend to feed their family first 
(children and partners). However, the most of food-related 
coping strategies presented in the individuals’ discourses 
didn’t imply changes on food quantity, while several changes 
in diet were suggested as adaptations of their food patterns 
and of their food choices in order to deal with economic 
constraints. Indeed, it was also emphasised in the most of 
individuals’ discourses that their household is not facing 
hunger. In that sense, as described in table 7, the most 
common food-related copping strategies reported by the 
individuals were: buy and prepare cheaper food options 
(supermarket’s “own-brand” food products, low-cost meat 
cuts and fish types, canned and processed foods like tuna and 
sausages); purchase less amounts of meat and purchase in less 
amounts or even restrict purchasing of expensive foods, like 
fruit and vegetables, fish, meat, milk, yogurts and breakfast 
cereals.  
Additionally, more severe food-related coping strategies were 
also revealed by some individuals, such as strategies related 
to food rationing: reducing the portion of foods, substitute a 
hot main meal at lunch and dinner by a snack or even 
skipping meals, mainly breakfast and afternoon snack. 
Indeed, a large proportion of individuals stated, that in times 
of more economic constraints, they tend to not have a hot 
main meal at lunch and/or dinner. Instead of it, they eat just a 
vegetable soup or coffee and/or milk with bread. 
Concerning to household cooking strategies to reduce costs, a 
large proportion of individuals did not report any coping 
strategy related with these issues. From those who have 
reported the most common were a) save leftovers and create 
news meals with them and b) cook just the adequate amounts. 
Some individuals also reported coping mechanisms related to 
an energy-efficient cooking, such as: cook several meals at 
once, and then they freeze it in portions to warm up later; cut 
food into smaller pieces to cook it more quickly, for example 
for vegetable soup preparation and cook at a very low 
temperature and turn off the electric oven/stove before the 
end of the cooking time.  
Furthermore, support provided by families, friends or 
neighbours appeared in most of the discourses as an 
important help for food-insecure households to feed their 
families. A large proportion of the interviewed individuals 
















ily food patterns 
Exam
ples of responses 
     Feeding the fam
ily as a household priority 
I m
ay not have m
oney for other things, but for food cannot lack. (2 or m
ore adults, 1 or m
ore children; 
unem
ployed; urban area) 
 












I still have for feed, but lack to buy clothes, shoes, m
edication. For feed is reasonable. (single adult, 
w
orking age; em
ployed; urban area) 
 
     D
elay in paym
ents of bills 
W
hat I get isn’t enough. B
ut for feed I need alw
ays to have m
oney. If it is necessary, I delayed the 
paym
ent of rent, electricity, w
ater or gas, to have for feed. B
ut w
e don’t feel hungry. (1 adult, 1 or m
ore 
children; unem
ployed; urban area) 
 
     Fam






ilies, friends and 
neighbours) 
I have no m
oney to buy m
edication, som
etim
es a friend of m
ine pays m
e the bills of w
ater, electricity and 
gas. (single adult, w
orking age; em










nce I get it I paid m
y dues. (2 or m
ore adults, 1 
or m
ore children; unem
ployed; rural area) 
W




e rice, another give m
e oil (…
)!This is called 
localism
. (2 or m
ore adults, at least 1 of w
orking; unem
ployed; rural area) 
 
      R
estriction of m
others/parents food intake to protect children 
I eat less to give to m
y children and m
y husband. B
ut m
y husband also w
ants to take first for our kids. (2 
or m
ore adults, 1 or m
ore children; unem
ployed; urban area) 
 
     P
urchase and prepare cheaper food options (ow
n-brand food 
products, canned and processed foods, cheaper m
eat cuts and 
fish types) 
For w
hile, doesn’t lacking in food, I can still m
anage. W
e change the type of m
eat and fish that w
e buy 
and the type of foods. For exam
ple m
y grandchildren loved cornflakes, but now
 they only eat once a day, 
N
ow




ilk. It is less expensive. (2 or m
ore adults, 1 or 
m
ore children; em
ployed; rural area) 
I use ow
n-brand food products, alm
ost alw
ays. (1 adult, 1 or m
ore children; em




e ate sausages and tuna because it is alw
ays a very cheap m







































































































































































































































































































































































































































































































































































   










































































































































































































































































































































































































































































































































































































































































hen the rice is alm
ost cooked I turn off the stove and let finish cooking. (1 adult, 1 or 
m
ore children; housew
ife; urban area) 
 









onth I get a food basket and it is a big help (2 packages of “M
aria” crackers, 1kg of rice, 2 
packages of m
ilk, 6 yoghurt, 1 package of pasta and 1 bottle of olive oil). (1 adult, 1 or m
ore children; 
unem
ployed; rural area) 
Table 8. Exam
ples of responses related to know
ledge, beliefs and self-perception about healthy eating. 
Know
ledge, beliefs and self-perception about healthy eating 
Exam
ples of responses 
      Feelings of sadness and anxiety am
ong m
others regarding to 
their children feeding  
It is very hard for m
e that m
y children go to school w
ithout a snack and w
ith no m
oney to buy a cake at 
school, as their friends do. M
ost tim
es I have nothing to give them
 for snack, it's very sad. (1 adult, 1 or 
m
ore children; unem
ployed; rural area) 
 
     O
lder people w
ith feelings of resignation w
ith the situation 
I don’t need to change m
y diet, because I'm
 used to live like that, I don’t even care. I don’t w
eird because I 
w
as alw
ays poor and alw
ays have learned to live w
ith little. (single adult, retirem










     6. Knowledge, beliefs and self-perception about healthy 
eating  
The majority of interviewed individuals were not able to 
explain what is a healthy dietary pattern. However, different 
changes in diet were reported as needed to improve their 
family diet such as: eat more fruit and vegetables, have a 
more variety in diet, eat less fatty foods, eat less amounts of 
bread, eat more fish and eat meat in a less frequency. 
Furthermore, the most of individuals were aware about the 
importance of healthy eating, in particular for their children. 
However, mothers were more likely to express more often 
feelings of anxiety and sadness because they are not able to 
provide to their children all the foods that other kids have 
available. 
When we asked about changes that respondents would like to 
make to improve their family diet, the most common answers 
were more or less in line with their perceptions about eating a 
healthier diet: have a more variety in diet, eating more fish, 
eat more fruit and vegetables, eat better quality foods, in 
particular meat od good quality, eat out more often and be 
able to buy some types of foods that their children enjoy.  
On the other hand, older people have a different perception 
and almost all of interviewed older persons didn´t reported 
that they want to change something on their diet, mainly the 
older persons. They expressed that they ever been poor, so 
they feel resigned with the situation.  
Moreover, the majority of the interviewed individuals find it 
difficult to make improvements on their diet, because of their 
financial limitations. According to the individuals’ 
perception, food aid provided by social solidarity institutions 
was revealed as an important support mechanism that could 




This study aimed at understanding food-choice behaviour 
when people are facing situations of financial insecurity, and 
at the same time the coping strategies used to manage 
household FI in a sample of Portuguese low-income 
households. Our study revealed a wide scope of behaviours 
regarding to dietary practices and also different perceptions 
of household FI experiences.  
Unexpectedly, in general, most of individuals reported that 
they have regular dietary patterns along the month and a very 
monotonous diet because of not having enough money to 
diversify it. On the other hand, it seems to be clear from some 
individuals’ statements that diet follows a cycle along the 
month with periods of overconsumption, when money is 
available, followed by periods of food deprivation. These 
irregular dietary patterns commonly presented when families 
are experiencing cycles of food restriction and overeating has 
been described by previous studies, as a typical dietary 
pattern of food-insecure households, which has been also 
associated with harmful health effects, mainly as a risk factor 
for obesity (Bruening, MacLehose, Loth, Story, & Neumark-
Sztainer, 2012; Burns, 2004; Food Research and Action 
Center, 2011; Townsend, Peerson, Love, Achterberg, & 
Murphy, 2001). Furthermore, in previous studies, these 
irregular dietary patterns in food-insecure families have being 
associated with a lack of food planning and financial 
management skills (Gundersen & Garaky, 2012). Our study 
showed the same trend, since almost all individuals didn’t 
report planning meals for a week or other certain period of 
time or building shopping lists before go shopping as 
common practices. Dobson et al, support our findings, 
showing that low-income households tend to shop daily, 
buying only the foods that will be eaten for each day, as a 
way to deal with economic constraints (Dobson, 
Breadsworth, Keil, & Walker, 1994). These findings might 
suggest that nutrition education programs for low-income 
groups should provide practical skill-based information 
related to food resources management practices providing 
knowledge and skills for a better manage of their food 
budgets. Actually, in Portugal, under the actions of the 
National Program for the Promotion of Healthy Eating, 
efforts have recently been made to improve how to eat 
healthy in a low budget (Graça & Gregório, 2013; Gregório, 
Santos, Ferreira, & Graça, 2012). 
Food purchasing attributes found in our study are consistent 
with previous findings (Alvensleben, 1997; Ballantine, 
Rousseau, & Venter, 2008; Dobson et al., 1994; Hersey et al., 
2001; Leibtag & Kaufman, 2003; Marumo, 2009). Two main 
determinants of food purchasing choice emerged from these 
in-depth interviews and according to our data, respondent’s 
food choices are mainly influenced by financial concerns and 
family food preferences (taste preferences). 
Moreover, descriptive data derived in the current study 
highlight differences in food-choice behaviour according to 
the individual age group. Feelings of loneliness and social 
isolation seem to be an important factor behind the food 
choices and dietary patterns among older persons. Older 
persons living alone revealed strong dislike for cooking and 
for food preparation activities, expressing that they don’t feel 
motivated on cooking just for themselves. Missing meals at 
lunch and dinner and substitute these full meals by snacks 
appear as a common practice among these groups. In that 
sense, convenience and processed foods also appear as 
appreciated food options among older persons. These results 
are in line with previous studies, showing that older people 
cook less often (Morais, Afonso, Lumbers, Raats, & Almeida, 
2012) and that loneliness, in particularly in older persons, 
strongly influence dietary patterns and food choices (Bofill, 
2004). Additionally, a research conducted by Dobson et al, 
suggested that low-income individuals associate convenience 






alone, considering these options cheaper than prepare a full 
meal at home (Dobson et al., 1994). 
As found for cooking behaviour, eating out behaviour seems 
to be a strategy to deal with these feelings of loneliness and 
social isolation. Moreover, the importance of social 
interactions and their influence on food choices were also 
found among single-person households as well as among 
unemployed individuals. Eating out as a socialization process 
was also documented by other qualitative researches in low-
income families (Safe food, 2011).  
In spite of most of individuals being aware of the importance 
of eating healthy, health attributes related to nutrient content 
of food was not often presented in the individuals discourses. 
Food-insecure families seem to be less worried about the 
nutrition quality of their diet, probably because in general 
they have different kind of concerns related to their economic 
situation when comparing to wealthier people.  
The main barriers for a healthy diet or even for an adequate 
diet according to the individual’s perception seems to be 
closely linked with the main determinants. Not surprisingly, 
since food prices were often described as one of the main 
determinants of food choices, interviewed individuals 
reported that financial constraints were one of the main 
barriers for having an adequate diet. Furthermore, the 
inability to buy healthy foods, such as fish, vegetables, fruit 
and low fat options was associated with its high cost. Several 
previous studies corroborate our findings, showing that food 
costs is one of the barriers to the adoption of healthier diets, 
especially among low-income households (Darmon et al., 
2004; Drewnowski, 2010; Drewnowski, Darmon, & Briend, 
2004; Drewnowski & Darmon, 2005; Drewnowski & Specter, 
2004). According to some individuals’ perception, family 
food preferences for unhealthy food options, in particular 
husband food preferences, were also recognized as an 
important barrier, suggesting that the inability to have a 
healthy eating is not only an economic problem among low-
income families.  
On the other hand, lack of skills for cooking and for food 
preparation as well as lack of time were not expressed in the 
individuals discourses. Thus, the lacking of cooking skills, 
typical described in the literature as a general trend in modern 
societies, especially for young persons and for food-insecure 
households (Byrd-Bredbenner, 2005; Dibsdall et al., 2003; 
Engler-Stringer, 2010; Lang & Caraher, 2001), is not 
corroborated by our data. Indeed, according to a research 
conducted by Tarasuk et al, low-income families didn’t report 
lack of culinary skills, but a lack of motivation for this 
domestic activity (McLaughlin, Tarasuk, & Kreiger, 2003). 
Nevertheless, in our study, the majority of interviewed 
individuals expressed enjoying for cooking activities, with 
exception for older persons, mainly those ones living alone, 
as has been discussed earlier. 
Our findings also revealed that households employ a range of 
coping strategies for trying to deal with FI, defined as the 
manage activities that low-income individuals use to maintain 
food security or combat FI (Grobler, 2014). The literature 
review in this field divided coping strategies to deal with this 
situation in two main groups: food and non food-related 
strategies (D Maxwell, 1996; Daniel Maxwell & Caldwell, 
2008; Daniel Maxwell, Caldwell, & Langworthy, 2008; 
Mjonono, Ngidi, & Hendriks, 2009). These two types of 
coping strategies to deal with FI were also observed in our 
study. Almost all respondents had reported food-related 
coping strategies, described as changes in eating patterns due 
to economic constraints (choose cheaper food options, 
substitute full meals by basic snacks, limit food portion sizes 
and skipping meals). In general, these results are in line with 
findings of previous studies (Kempson et al., 2003; D 
Maxwell, 1996; Daniel Maxwell & Caldwell, 2008; Daniel 
Maxwell et al., 2008; McIntyre et al., 2003; Mjonono et al., 
2009; Norhasmah, Zalilah, Mohd Nasir, Kandiah, & 
Asnarulkhadi, 2010). Furthermore, these food-related coping 
strategies revealed a range of behaviours related to dietary 
patterns of these food-insecure families. According to 
individuals’ statements, the dietary patterns of these food-
insecure households, seems to have low frequency of fruit 
and vegetables intake and to have a higher frequency of meat 
intake instead of fish. Individuals’ discourses also suggest 
that bread, rice and pasta are the most available foods at 
home of food-insecure households. Indeed, bread is always 
available at home even in times of strong economic 
constraints, being considered as the basic food to feed their 
families. Different studies suggest that carbohydrates are one 
of the main components of diets of low-income individuals 
(Oldewage-Theron, Dicks, & Napier, 2006; Sosa & Hough, 
2006), since “filling foods”, as foods with high energy 
content at a low cost, appears to be appreciate by these 
population groups. An interesting finding from our research 
was that vegetable soup was quite often mentioned as an 
economic way to feed their family, as a way to not feel 
hungry. However when individuals describe the vegetable 
soup contents, it was described as a vegetable soup enriched 
with foods high in carbohydrates, such as potatoes and rice. 
In fact, in these low-income households situations of hunger 
seems to be less frequent, while a lower quality in diet often 
appear as a common consequence of strategies to maintain a 
sufficient food intake at a lower cost. In high-income 
countries, situations of FI without evidences of hunger seems 
to be common, considering the trends in food supply of a 
growing availability of energy-dense foods with high contents 
of energy, fat, sugar and salt at a very low cost (Drewnowski 
& Specter, 2004).  
Our data also suggest the existence of gender inequalities and 
female individuals seem to be more vulnerable to these food-
related coping strategies. Previous studies support our 
findings, suggesting that mothers sacrificed themselves in 
order to protect their children from FI (McIntyre et al., 2003). 
Gender norms, related to the women’s role in society as 
caregivers and with the responsibility of feeding the family 
explain these findings (Ivers & Cullen, 2011). 
These eating patterns could negatively affect health and well 
being of these individuals living in situations of FI. Indeed, 
reviews of population-based studies show that individuals 
from lower socio-economic groups have a significantly lower 
intake of healthy foods, such as fruit, vegetables and whole 
grains and a higher intake of less healthy foods such as full-
fat milk, higher fat meat products and sugar (Darmon & 
Drewnowski, 2008; Galobardes et al., 2001). In that sense 









appear to be more prevalent among low-income and/or FI 
individuals (Seligman, Laraia, & Kushel, 2010). Apart from 
socioeconomic determinants, different biological, 
physiological, psychological, behavioural and environmental 
mechanisms have being proposed to explain the link between 
obesity and FI. One of the strongest explanations is related to 
the impact that situations of poverty and/or FI might have in 
the individual’s mental health (Food Research and Action 
Center, 2011; Whitaker, Sharpe, Wilcox, & Hutto, 2014). 
Different studies have been suggested that health inequalities 
result, at least, from the stressful situation of being poor 
(Celeste & Nadanovsky, 2010; Wilkinson, 1999). Indeed, in 
our study, anxiety and stress disorders were expressed in 
some individuals’ discourses. Interestingly, one respondent 
recognized her unemployment situation as an important 
contributor for weight gain during the last years, explaining 
that the stress of being unemployed had a great impact in 
overeating behaviour. Furthermore, individuals’ discourses 
also revealed strong emotions, mainly feelings of sadness 
among mothers because of their inability to provide to their 
children all the foods that they enjoy and that other kids have 
available. 
Another notable finding of our study was that almost all 
respondents prioritize having money to feed their family. In 
this context, different non food-related strategies to deal with 
FI were also expressed by respondents, in order to save 
money to buy food, mainly delay in payment of bills. 
Furthermore, among older persons, it was recognized by 
themselves that they have to stop buying some medicines 
because of lack of money. Thus, it is clear that not only diet, 
but also access to health care is becoming compromised for 
the most who need it. Our findings regarding to non food-
related coping strategies were also described by previous 
studies (Brink, 2002; Castaneda, Bacos, Zarate, Galang, & 
Molano, 2000; Kempson et al., 2003; Mardiharini, 2005; 
Norhasmah et al., 2010; Shariff & Khor, 2008). 
Moreover, food aid appears to be important in the household 
strategy to mitigate situations of FI. Almost all the 
households receive food aid assistance and those ones who 
were not eligible for food aid assistance, mentioned that this 
kind of help could be an important support for their family. 
Actually, food banks and other types of food assistance 
programs have been largely expanded among countries in 
developed world during the last few years, as the austerity 
measures and welfare reforms have being implemented 
(Lambie-Mumford & Dowler, 2014). In almost all countries, 
these types of responses are not a government responsibility. 
In Portugal, food aid delivered is provided by private 
organizations (food banks) and/or social solidarity 
institutions. The most of distributed products derived from 
donations from individuals, industry and supermarkets, so as 
far as we can expect is difficult to ensure the nutritional 
quality of this donations. In fact, different studies conducted 
in other countries showed that food aid delivered did not 
achieve nutritional recommendations, and that it is so much 
difficult to design a nutritionally adequate food aid donation 
using only donated foods (Rambeloson, Darmon, & 
Ferguson, 2007). However, this type of interventions have 
became quite politicised in recent years in Portugal. 
Portuguese government has implemented, since 2009, an 
Emergency Food Program that provides funding to create 
social canteens, offering hot meals for low-income persons 
(Governo de Portugal & Ministério da Solidariedade e da 
Segurança Social, 2009).  
Still concerning to other sources of food support, social 
support networks (family/friends/neighbours) seem to play an 
important role in the reduction of negative impacts of FI. 
These findings has been also demonstrated by other 
researches (Brink, 2002; Mardiharini, 2005).  
Unexpectedly, almost half of interviewed persons didn’t 
report that they want to make changes on their diet. From 
those, most of them are older persons that feel quite resigned 
with their condition. Portuguese older people lived their 
childhood in very hard times in Portugal, being nowadays 
glad with their actual financial situation (Rodrigues et al., 
2008).  
This study didn’t revealed significant different patterns in 
food-choice behaviour and on the coping mechanisms adopt 
to deal with FI between households living in rural an urban 
areas, that’s why we didn’t analyse the data separately 
according to the neighbourhood area.  
Our study highlighted that food-choice behaviour among low-
income families in Portugal is largely influenced by 
economic, social and psychological factors and that food-
related coping strategies to deal with FI might leads to 
unhealthy dietary patterns, which might explain the more 
vulnerability of these households for obesity and other non-
communicable diseases. It also showed clear differences in 
the food-choice behaviour and in the perception of FI 
experiences according to individuals’ ages, in particularly 
between older persons and other adults. The development of 
policy strategies in the field of food and nutrition should 
address social and economic barriers for healthy eating in 
low-income families. Since food aid provided by charitable 
institutions is a common strategy to deal with FI situations in 
these Portuguese families, future researches should be 
developed in order to evaluate their impact in the nutritional 
quality of the diet of low-income households. Moreover, 
other type of interventions should be promoted under the 
government responsibility in order to find effective and long-
term solutions aiming at ensure that all the population have 
access to adequate foods in terms of quantity and quality. 
More researches are required in the understanding of food 
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Este trabalho se propõe a discutir comparativamente 
as ações de alimentação e nutrição que remetem ao 
tema da Segurança Alimentar e Nutricional (SAN) 
no Brasil e em Portugal, tendo em vista que diversos 
países têm estabelecido diretrizes para a garantia da 
alimentação adequada. Ambas as nações vivenciam 
situações de reduzida taxa de fecundidade, aumento 
da expectativa de vida e prevalências elevadas de do-
enças e agravos não transmissíveis. No Brasil, 30,2% 
das famílias vivem em insegurança alimentar; em 
Portugal, mesmo sem contabilizar a insegurança, 
18,0% de seus habitantes encontram-se em risco 
de pobreza. A Política Nacional de Alimentação e 
Nutrição (PNAN) é o atual documento brasileiro 
que visa assegurar o acesso universal ao alimento. 
Portugal, devido à sua inserção na União Europeia, 
norteia-se pelo Segundo Plano de Ação Europeu para 
Política de Alimentação e Nutrição, da WHO, mas 
também pelo Plano Nacional de Saúde, atualizado 
periodicamente. Pautados pela intersetorialidade, 
os países apresentam ações relativas à SAN comuns, 
como aquelas relacionadas ao combate à obesidade, 
ao incentivo ao aleitamento materno, à prevenção 
de deficiências nutricionais e promoção de ações 
de educação alimentar em meio escolar, enquanto 
que, especificamente no Brasil, encontram-se es-
tratégias relativas ao combate à desnutrição e, em 
Portugal, aquelas ligadas à indústria e à produção 
de alimentos seguros. Com relação à abordagem 
acerca da SAN, são verificadas distinções: a SAN é 
mais amplamente discutida pela política brasileira, 
enquanto que, em Portugal, o tema encontra-se im-
plícito nas diversas ações de alimentação e nutrição. 
Palavras-chave: Política Pública de Saúde; Seguran-
ça Alimentar e Nutricional; Programas de Nutrição; 
Brasil; Portugal.
Viviane Laudelino Vieira
Doctor of Nutrition in Public Health. Nutritionist at the Geraldo de 
Paula Souza School Health Center at the School of Public Health at 
Universidade de São Paulo. 




Graduate in Nutritional Sciences. Currently in the Doctorate 
program at the Faculty of Nutrition and Food Sciences of the 
Universidade do Porto. 
Address: Rua Dr. Roberto Frias, CEP 4200-465, Porto, Portugal.
E-mail: mariajoaobg@gmail.com
Ana Maria Cervato-Mancuso
Doctor of Public Health. Professor in the Department of Nutrition at 
the School of Public Health at Universidade de São Paulo. 
Address: Av. Dr. Arnaldo, 925, Pacaembu, CEP 01246-904, São 
Paulo, SP, Brazil.
E-mail: cervato@usp.br
António Pedro Soares Ricardo Graça
Doctor of Human Nutrition. Associate Professor at the Faculty of 
Nutrition and Food Sciences of the Universidade do Porto. Coor-
dinator of the Directorate-General of Health’s Director of Food and 
Nutrition Action Plan. 
Address: Rua Dr. Roberto Frias, CEP 4200-465, Porto, Portugal.
E-mail: pedrograca@dgs.pt
1  This article is the product of an Overseas Internship Program 
Scholarship provided by CAPES (process 1295-10-1).
Food and nutrition actions and their Interface 
with food security: a comparison between 
Brazil and Portugal1
Ações de alimentação e nutrição e sua interface com 










This paper aims to compare food and nutrition acti-
vities related to food and nutritional security (FNS) 
in Brazil and Portugal, keeping in mind that several 
countries have established guidelines to guarantee 
adequate food. Both nations are experiencing a 
reduction in fertility rates, increased life expec-
tancy, and a high prevalence of non-communicable 
diseases. In Brazil, 30.2% of households live in food 
insecurity; in Portugal, even without estimating 
food insecurity, 18.0% of its inhabitants are at risk 
for poverty. The National Food and Nutrition Policy 
is the current Brazilian document which seeks to 
ensure universal access to food. Portugal, due to 
its inclusion in the European Union, is guided by 
the Second WHO European Action Plan for Food 
and Nutrition Policy as well as by the Portuguese 
National Health Plan, which has been updated 
periodically. Guided by the intersectoral approach, 
these countries share activities related to FNS, such 
as combating obesity, preventing nutritional defi-
ciences and promoting dietary education in schools, 
whereas, specifically in Brazil, some strategies also 
combat malnutrition and, in Portugal, are linked 
to industry and the production of safe food. With 
relation to FNS, some distinctions were seen: FNS 
is more widely discussed by Brazilian policies, while 
this subject is implied in several food and nutrition 
activities in Portugal. 
Keywords: Health Public Policy; Food Security; Nu-
trition Programs; Brazil; Portugal.
Introduction
The epidemiological landscape of nutrition-related 
diseases has indicated the need for involving areas 
outside of health, representing a challenge to deve-
loping and developed countries. As an expression of 
this process, the WHO’s proposed plan to promote 
healthy eating (2004) involves the link between heal-
th and other sectors such as education, agriculture, 
urban planning, transport, and communication.
Facing questions related to nutrition, the double 
burden of diseases: malnutrition, which is con-
nected to issues of hunger and poverty, and obesity, 
related to lifestyle and the obesogenic environment 
of today’s society, countries have been driven to 
establish policies and national directives aimed at 
establishing actions combating these issues (Brasil, 
2003; WHO, 2008).
The voluntary guidelines adopted by the FAO 
in 2004 to support progressive realization of the 
right to adequate food provided the states with 
guidance in implementing this right through ac-
tions to construct a supportive environment where 
people can feed themselves in an appropriate way. 
The state’s obligation is defined as to respect, pro-
mote and protect the right to adequate food, besides 
presenting measures to make progress towards full 
realization of this goal (WHO, 2008). Under the lens 
of food security (FS), these directives emphasize the 
universality, the interdependence, and the indivis-
ibility of human rights; as a result, it falls to the 
State to provide an economic, social, political and 
cultural environment which is peaceful, stable and 
supportive, in which people can feed themselves 
with freedom and dignity.
From the perspective of the FAO directives 
(2004), the need to involve different sectors of the 
government to guarantee this right to the popula-
tion is critical.
However, the Global Strategy on Diet, Physical 
Activity and Health (WHO, 2004) sets the promotion 
and protection of health as a goal for member states, 
orienting the development of a space which is favor-
able to adopting sustainable measures at individual, 
community, national and global levels, which will 
reduce the morbidity and mortality associated with 









The WHO Strategy describes essential measures 
for preventing diseases and promoting health, 
including those which approach all aspects of an 
unbalanced diet, through excesses as well as defi-
ciencies. The document shows the decisive role of 
governments in achieving sustainable changes in 
public health and reinforces the fact that health is 
essential in coordinating and facilitating the contri-
butions of other ministries and government insti-
tutions such as those charged with creating policy 
related to nutrition, agriculture, youth, recreation, 
sports, education, market and industry, the treasury, 
transportation, communication, social subjects, and 
environmental and urban planning.
Keeping this discussion in mind, in this paper 
we propose to compare and discuss those actions 
related to diet and nutrition concerning to the topic 
of FS in Brazil and Portugal. 
To conduct this study, we analyzed official 
documents which outlined both countries’ actions 
in 2010 and 2011. Regarding Brazil, we analyzed the 
National Food and Nutrition Policy (Brasil, 2003), 
while for Portugal, we studied the National Health 
Plan (Portugal, 2004). However, in the absence of 
other specific documents on diet and nutrition, we 
also analyzed the Second WHO European Action 
Plan for Food and Nutrition Policy 2007-2012 (WHO, 
2008).
The respective documents were read in order 
to identify aspects which converged and diverged 
between the countries; which were divided into dif-
ferent categories: intersectoriality, food industry, 
food safety, scientific research, human resources 
training, micronutrient deficiency, food and nutri-
tional surveillance, attention to low income families, 
child and adolescent health, obesity, malnutrition 
and FS contextualization.
Epidemiological, populational and 
social context 
Brazil
With just over 190 million inhabitants (IBGE, 
2010d), Brazil’s growth rate is slowing, while the 
Human Development Index (HDI) has been rising 
and reached 0.718 in 2011, achieving 84th place in 
the worldwide ranking. Life expectancy grew to 73.5 
years, an increase of more than 10% in 20 years; the 
fertility rate was 1.8 births per woman (UNDP, 2011), 
and the infant mortality rate was 22.47/1000, still 
high compared to many countries, but continuing 
to fall. The association of these characteristics has 
altered the population pyramid of the country: the 
typically triangular format, with its broad base, 
represents a rapidly aging society (Vieira and Reis, 
2010). 
These population shifts are reflected in the 
epidemiological situation of the country, where 
the main causes of death are circulatory system 
diseases and cancer ( Vieira and Reis, 2010). This 
epidemiological transition is represented by a 
lower population with weight and height deficits, 
and increase of overweight. For individuals from 
5 to 9 years-old, 6.8% were stunted and 4.1% had 
low Body Mass Index (BMIs) for their age. However, 
25.4% of adolescents and 53.8% of adults were 
overweight (IBGE, 2010a).
This nutritional profile is partly due to changes 
in standards of food consumption. Between 2002 
and 2008, the number of meals eaten outside home 
rose 30%. There was also an increase in purchases 
of preprepared foods (37.0%), cola-based soft drinks 
(20.0%), and beer (88.8%). In contrast, purchases of 
pulses fell (19.4%) as did purchases of grains (20.5%) 
(IBGE, 2010b). 
Concerning the country’s FS situation, the 
National Household Sample Survey (IBGE, 2010c) 
indicated that 30.2% of families lived in situations 
classified as insecure, most frequently in rural ar-
eas and in the North and Northeast of the country. 
The same data also showed that 5.0% of families 
were classified as being in a state of severe food 
insecurity. Even with improvement on the national 
scale, food insecurity represents a worrying situa-
tion among Brazilian families, and is reflected in 
the health of the population (Vieira and Cervato-
Mancuso, 2010).
Portugal
Portugal has 10.6 million inhabitants (INE, 2010), 
with a low population growth, and with a HDI of 
0.809, occupying the 41st place in the world ranking. 
Life expectancy has increased to 79.5 years; along 
with low fertility rates (3.16 in 1960, falling to 1.3 in 








the population is aging (INE, 2010). 
As for epidemiological profile, hypertension 
is the most prevalent disease, and cardiovascular 
diseases and cancer are among the main causes of 
death (INSA/ONSA, 2009).  In Portugal, the propor-
tion of people with malnutrition was less than 2.5% 
(PNUD, 2008); in contrast, 31.5% of children from 7 
to 9 years-old were overweight (Padez et al., 2004), 
as were 54.0% of men and 46.0% of women (Carmo 
at al., 2006).
The current dietary pattern in Portugal is char-
acterized by a withdrawal from the Mediterranean 
Diet, with increased consumption of sodium and fat 
and fewer vegetables and fruit, especially among 
the younger set; consumption of alcoholic bever-
ages remains high, although with changes in the 
type of beverage, as consumption of wine has fallen 
and consumption of beer and other beverages has 
increased (INE, 2006).
With regards to the FS situation, a national study 
verified changes in the consumption of some foods 
considered essential due to economic difficulties in 
8.1% of households (INSA/ONSA, 2003b). Data from 
the 4th National Health Survey of 2005/2006 indicate 
that, in more than a third of the population, nutri-
tional insecurity coexists with overweight (Amaral 
et al., 2010). Despite the lack of data about food 
insecurity in Portugal, it is estimated that 18.0% of 
the population lives at risk of poverty (INE, 2009). 
Furthermore, Portugal has the third highest level 
of household income inequality in the European 
Union. In 2008, in Portugal the Gini Index measur-
ing the discrepancies between the rich and poor 
comes was 36% (CSO, 2010).  
Food and Nutrition Actions in the 
area of FS in Brazil and Portugal 
Three important sectors of Brazilian federal gover-
nment can be chosen to discuss direct food and nu-
trition actions: the Ministry of Health, represented 
by the Coordinator-General of Food and Nutrition, 
the Ministry of Education, which is responsible for 
important issues related to food in schools, and the 
Ministry of Social Development and Combating 
Hunger, which coordinates actions related to food 
access from a human rights perspective. 
All of these are directly linked to the National 
Food and Nutrition Policy (Política Nacional de Ali-
mentação e Nutrição: PNAN), which was established 
in 1999 and was the first document to focus on food 
and nutrition in Brazil. Its goal is to guarantee the 
quality of food consumed in the country, promote 
healthy nutritional practices, prevent and control 
nutritional disorders, and stimulate intersectorial 
actions. As can be seen in Chart 1, according to 
PNAN, intersectoriality with regards to FS is aimed 
at including areas outside of health, such as civil 
society and the food-producing sector, in order to 
foster universal access to food (Brasil, 2003). 
Various aspects are emphasized in PNAN, such 
as issues related to food quality, with stress on 
the importance of sanitary surveillance to protect 
consumer health, keeping in mind the increase in 
consumption of industrialized goods and meals 
outside the home. Furthermore, the need to meet 
market needs related to food by stimulating in-
novative technology in food production is stressed 
(Chart 1). However, keeping in mind the growth of 
the producing market, the Policy points to the need 
for adequate monitoring and the existence of regula-
tions throughout the entire food production chain 
(Brasil, 2003).
It also focuses on the promotion of healthier di-
etary practices and lifestyles, including promotion 
of breastfeeding, prevention and control of diseases 
associated with diet, and the systematization of 
monitoring the population’s nutrition. 
Aspects related to scientific research and hu-
man resources are fundamental to implementing 
PNAN’s directives and supporting its actions. The 
lines of research to be established and supported 
aim to contribute to topics related to the national 
scenario, such as malnutrition, the relationship 
between diet and chronic diseases, assessment of 
food composition, and breastfeeding, to define and 
conduct nutritional activities. Professional train-
ing and continuing education are described in the 
Policy in order to supply the health sector with a 
good quantity and quality of professionals (Chart 
1), and intends to integrate the health services and 
institutions of professional and higher education. 
Based on its directives, PNAN systematized 









Chart 1 - Comparison of the characteristics of the principal food and nutrition actions undertaken by Brazil and 
Portugal. São Paulo, 2011
Topics Brazil Portugal
FS Context As part of the human right to food and 
health promotion.
Focus on poverty, on foods with low nutritional value, and 
lack of access to food related to low income.
Intersectoriality Connection between government sectors, 
the productive sector, and civil society to 
guarantee universal access to adequate 
food. Activities to generate employment.
Revision of agricultural policy, incentives for local and urban 




Food fortification, nutritional guidance, 
and supplying supplements. Existence 
of national programs to combat various 
deficiencies.
Public health problem. Food fortification, nutritional 
guidance, and supplements are suggested. 
Malnutrition Prevalence is declining but still, 
disturbingly, present among children. 
Reinforced family approach, nutritional 
education, and food distribution.
Not considered a problem (low prevalence). Related to food 
insecurity. Greater concern with bedridden elderly and sick 
people. 
Obesity More recent situation that includes 
children, in greater proportions than 
malnutrition.
Considered to be an epidemic. The Platform Against Obesity, 
to correct habits which are determinants for excess weight 
and contribute to the development of a culture of promoting 
a healthy weight.
Breastfeeding Educational activities are conducted. 
Legislation exists which supports maternal/
child contact, including increasing 
maternity leave to 6 months.
Target of policies fostering this practice (educational 
activities and proposed legislation that supports mother/
child contact). There are still few concrete activities.
Food Industry Increased consumption of industrialized 
foods and meals outside the home. 
Importance of developing adequate 
techniques for food production to meet 
market demands.
Need for intervention strategies that take into account 
diet’s complex network of causality. Reformulation of the 
food production chain is proposed. Incentives for using 
technology to produce healthy foods.
Scientific Research Investigation of malnutrition, relationship 
between diet and chronic disease, 
evaluation of the nutritional values of 
foods, breastfeeding, and anthropological/
ethnographic relationships to dietary 
habits.
Need to improve research in the public and private sectors, 
considering the social and cultural aspects of diet, and to 
assess the social impact of commercial trends.
Food safety Technological advances in food production 
stand out; regulation and monitoring of 
products based on intersectoriality.
Concern with food-borne illness, microorganism resistance, 
agrochemical contamination and food allergies, indicating 








nutritional deficits (iron, iodine and vitamin A), the 
Food and Nutritional Surveillance System (Sistema 
de Vigilância Alimentar e Nutricional: SISVAN), the 
development of a communication network between 
professionals involved with PNAN and important 
documents, such as the Dietary Guidelines for the 
Brazilian Population and the Brazilian Table of Food 
Composition (Tabela Brasileira de Composição dos 
Alimentos: TACO). It also contributed to the assess-
ment of a wealth-distribution program known as 
Bolsa Família (PBF), and encouraged healthy eating 
in the school environment.
Actions related to nutritional deficiencies, which 
are conducted in a preventative way in primary care, 
focused on the groups which are proportionally more 
vulnerable, such as children, pregnant women and 
women who have just given birth, given the relatively 
high rates of these disorders in these populations. 
The National Survey of Demographics and Health 
of Children and Women (Brasil, 2006b) indicates 
a prevalence of 20.9% and 29.4% of iron deficiency 
anemia in children and women, respectively. Vita-
min A deficiency occurs in 17.4% and 12.3% of these 
groups (Brasil, 2010b), and in 2004 the rate of goiter 
was 1.4% (an important decrease, considering that 
in 1974 the rate was ten times greater). Support ma-
terials have also been produced to complement the 
strategy with positive impacts, such as industrial 
adjustments to iodize salt for consumption (Brasil, 
2010d) and increased ferrous sulfate requirements 
for pregnant women: above 90.0% in 18 of the 27 
Brazilian states (Brasil, 2010a). The synthesis of 
information related to combating nutritional defi-
ciencies can be found in Chart 1.
Concerning materials’ focus on PNAN’s promo-
tion of healthy diet, that which deserves the most 
attention is the Dietary Guidelines for the Brazil-
ian Population (Guia Alimentar para a População 
Brasileira) which was launched in 2005 (Brasil. 
2005) in line with the Global Strategy (WHO, 2004); 
these were the first recommendations officially 
released on a national level. It is characterized by 
the use of positive messages and an integrated 
approach, considering food as a reference for guid-
ance, based on the food culture and environmental 
sustainability. This material is complemented by 
other materials specific to certain age groups, such 
as breastfeeding mothers and the elderly, in order to 
homogenize the nutritional messages used by health 
professionals, with a focus on promoting health and 
preventing diseases.
The Dietary Guidelines aims to meet the chal-
lenge of the double burden of diseases existing in 
the country: malnutrition and obesity (Chart 1). In 
both cases, the most worrying situation concerns 
children, keeping in mind that malnutrition has 
become less prevalent but still persists in Brazilian 
population; an educational approach which involves 
the family and food distribution is recommended. On 
the other hand, obesity is constantly increasing in all 
age groups, including younger people (IBGE, 2010a).
As SISVAN, a system which has been in existence 
since 1976, took national responsibility for monitor-
ing the state of the population’s nutrition and food 
consumption in 1990, its implementation intensi-
fied with PNAN, and it is carried out through the 
National Health System. As shown in Chart 1, the 
Brazilian system of nutritional surveillance seeks 
to enable the formulation of public policy, planning, 
monitoring and assessment of social programs relat-
ed to food and nutrition. Through SISVAN, national 
health indicators could be established, such as the 
rate of overweight or underweight in different age 
groups the prevalence of chronic diseases such as 
diabetes, hypertension, and cancer, the duration of 
exclusive breastfeeding, as well as an assessment of 
household food insecurity (Brasil, 2010c).
Also related to improvements in the produc-
tion of scientific knowledge, the proposition of 
the TACO, based on national dishes and regional 
recipes, stresses how important is it to know the 
composition of foods which are consumed in order 
to get closer to achieving FS (NEPA/UNICAMP, 
2006). Launched in 2004, this document is relevant 
to conducting actions in agriculture, industry and 
education, supporting the public policies and ser-
vices which protect the population, the environment 
and biodiversity.
A program instituted in PNAN’s area was the 
Bolsa Familia Program, which consists of a direct 
transfer of income depending on conditions related 
to health and education (Chart 1). In order to con-
tribute to reducing  food insecurity prevalence, it 









erty and extreme poverty, with important impacts 
on family spending on food (Brasil, 2011b); however, 
there is not yet information about how purchasing 
power affects diet quality. 
Another characteristic of food and nutrition 
actions relative to FS refers to the population of 
children and adolescents (Chart 1), which is the 
recurring focus of State actions and, consequently, 
the National Student Food Program (Programa 
Nacional de Alimentação do Escolar: PNAE), which 
has been in existence since 1955. Coordinated by the 
Ministry of Education, it guarantees food to basic 
education students enrolled in public and charity 
schools through transfer of financial resources. The 
goal of this initiative is to meet the nutritional needs 
of individuals during school time, contributing to 
their growth, development, learning, and school 
effectiveness, as well as promoting the formation 
of healthy eating habits (FNDE, 2010). Interministe-
rial Ordinance 1,010 established directives for the 
promotion of healthy eating in public and private 
early childhood education programs, elementary 
schools and high schools; these included nutritional 
and food education activities, considering cultural 
aspects and eating habits, stimulating the produc-
tion of school gardens, establishing good food han-
dling practices, restricting the sale of foods with 
high levels of saturated and trans fats, sodium and 
sugar, and offering incentives to consume fruits 
and vegetables and to conduct nutritional monitor-
ing of students (Brasil, 2006a). Furthermore, it has 
stimulated PNAE’s potential in encouraging local 
food production, helping to develop rural and urban 
agriculture (Triches and Schneider, 2010).
Regarding Portugal, food and nutrition actions 
have followed the European policies. In this context, 
the First WHO Action Plan for Food and Nutrition 
Policy for the WHO European Region 2000-2005 
(WHO, 2001a) stands out; this policy expressed the 
need to develop policies to promote health, helping 
to reduce diet-related diseases. In 2007, the Second 
WHO European Action Plan for Food and Nutrition 
Policy was developed in order to promote the adop-
tion of healthy lifestyles in the European population, 
fostering healthy eating habits and physical activity. 
This emphasizes promotion of physical activity, as 
well as concern with the environmental impact of 
producing and processing food, acting in accordance 
with the Global Strategy of Food, Physical Activity 
and Health. Furthermore, the Plan reinforces the 
importance of intersectoriality, highlighting the 
link between the food-producing sector through 
revising agricultural policy, encouraging local and 
urban agriculture, and reflecting on the use of pes-
ticides, as well as pointing out the facilitation of 
import processes in the area of food (WHO, 2006), 
as shown in Chart 1.
The European document stresses the importance 
of establishing coherent intervention strategies 
with the causal relationship regarding dietary 
practices, as it is necessary to reformulate the food 
production chain in order to encourage production 
of healthier foods (WHO, 2006).
Specifically in Portugal, the National Health 
Plan (Portugal, 2004) integrates strategy promoting 
health, rising as a management tool with strategic 
orientation meant to support the National System of 
Health; one of these is related to the conception of a 
human resources policy for the health field (Chart 1). 
This Plan indicates that, despite the fact that health 
gains have been significant, diseases associated 
with poverty and social exclusion are accentuated 
as a result of the increase in social inequality, the 
aging of the population, greater populational mobil-
ity, and a growing number of immigrants. The Plan 
came into being with the implementation of a set of 
programs, among which are some related to food and 
nutrition, such as for example the National Interven-
tion Program integrated with Health Determinants 
related to Lifestyle.  
Recognizing obesity as a serious public health 
problem in Europe, a Platform on “Diet, physical 
activity and health” was developed to reduce the risk 
factors for non-transmissible chronic diseases and 
encourage the development of policies in the area 
of nutrition and physical activity. A “White Paper 
on a Strategy for Europe on Nutrition, Overweight 
and Obesity related health issues” was also estab-
lished about health problems related to nutrition, 
excess weight, and obesity, which emphasizes the 
social dimension of the obesity problem, consider-
ing people in deprived socio-economic groups, who 
show a greater prevalence of obesity, as priorities 








As a consequence of this initiative in Portugal, 
the Platform Against Obesity created by the Direc-
tor-General of Health came about as a response to 
the elevated rates of obesity, and proposed to create 
conditions where effective, integrated and multisec-
torial approaches to prevent and control the problem 
in the country can be created. At the same time, 
questions related to malnutrition are not considered 
a public health problem due to its low prevalence; 
it is more common among bed-bound older popula-
tions and in regions where there are problems with 
access to food (WHO, 2008). Questions related to 
interventions concerning obesity and malnutrition 
can be seen in Chart 1.
Among the Platform’s actions, the School Fruit 
Scheme (Regime da Fruta Escolar: RFE) stands out; 
it represents an intersectorial initiative involving 
the Ministry of Agriculture, Rural Development 
and Fisheries, Ministry of Health, and Ministry 
of Education (Chart 1). Its objective is to reinforce 
healthy eating practices, and to train children and 
families to adopt competencies which lead to greater 
consumption of fruit and vegetables through free 
distribution of these foods to all students in the 
first cycle of elementary education (Portugal, 2009). 
Intervention in priority groups, such as children 
in the school environment, deserves emphasis. 
The National Student Health and Healthy Diet 
Promotion Program, for example, is a partnership 
between the Health and Education sectors. Aimed at 
educators, its principal goal is to reinforce a healthy 
lifestyle based on the principles of health promoting 
schools (Portugal, 2006).
Even with the emphasis on actions focused on 
non-communicable diseases in Portugal in the face 
of considering obesity as an epidemic, there is also 
concern with matters related to the consumption of 
safe food in the country, as can be seen in Chart 1, 
such as food-borne illness, resistance of microorgan-
isms, water quality, chemical contamination, and 
food allergies; for this last issue, there is mention 
of the importance of developing a specific policy 
(WHO, 2008). 
As for nutritional diagnosis (Chart 1), The Na-
tional Health Observatory, besides being responsible 
for National Health Surveys, also evaluates food 
consumption, and providing anthropometric data 
about the Portuguese population. It also conducts 
studies on the food and nutrition situation, despite 
the lack of a food and nutrition surveillance system 
(INSA/ONSA, 2003a; INSA/ONSA, 2003b). 
Under the Platform Against Obesity, studies 
have been conducted related to the assessment of 
the nutritional status of the population. For that, 
the National Center for Observation of Obesity and 
Weight Control is integrated into the Platform, 
with the goal of  monitoring obesity in the country 
(Portugal, 2010).
With regards to diagnosis of nutritional deficien-
cies, Portugal utilizes data cited by the WHO (2006) 
which indicate that iron deficiency is still a reality, 
and the prevalence of anemia was 12.7% in pre-school 
aged children, 17.3% in pregnant women, and 15.0% 
in non-pregnant women. Due to these alarming data, 
the WHO suggests actions related to food fortifica-
tion, nutritional orientation and providing supple-
ments (WHO, 2008), as can be seen in Chart 1.
With reference to the information about the 
population’s food consumption, the only national 
survey was conducted in 1980 (Ferreira and Cruz, 
1986) and, in recent years, information related to 
food consumption has been obtained through home 
diet studies, namely using data obtained from the 
Surveys on Family Budgets and by the Food Balances 
(Almeida et al., 1999; INE, 2006). Furthermore, ma-
terials have been developed such as the Portuguese 
Table of Food Composition, which are educational in 
nature or provide scientific support for nutritional 
monitoring and promotion of healthy eating (Mar-
tins et al., 2007).
Reflections on progress towards 
attaining FS through the principal 
actions which were analyzed 
Economic and political questions are relevant to un-
derstating countries’ positions on public actions in 
the area of food and, as a result, those connected to 
FS. The processes of economic development related 
to diet in Brazil and Portugal occur in distinct ways, 
but have some characteristics in common. 
In Brazil, industrial growth occurred at the be-
ginning of the twentieth century with the migration 









at the end of that century, international relations 
increased. Due to the country’s size and distinct 
processes in city formation, social disparities arose 
and were reflected in diet and nutrition. Structural 
diversity characterizes the history of public policies 
with a focus on social vulnerability and an emphasis 
on hunger and malnutrition (Valente, 2003). These 
characteristics certainly facilitate the discussion of 
FS in the country, aiming to guarantee food access, 
in principle, to satisfy nutritional needs and, more 
recently, healthy diet according to a human rights 
and health-promotion perspective (Belik, 2006).
In Portugal, the development process is different 
from that of the rest of Europe. Keeping in mind that, 
before entering the European Union (EU), the food 
production and sales sectors were not international-
ly well-connected, and afterwards, there was a rapid 
need to adjust to the competition of an open market, 
and access to the food standards characteristic of 
modern society rapidly increased. The growth of the 
country’s industrial and economic sector was also 
evident, which increased the population’s purchas-
ing power. Furthermore, entrance into the EU forced 
the country to standardize the rules for handling, 
labeling and hygiene, showing a national concern 
with issues related to food safety, from a sanitary 
point of view (FCNAUP, 2004).
FS has come to be discussed internationally; ac-
cording to the FAO (2003), it exists when all people 
have uninterrupted physical, social and economic 
access to sufficient, secure, and nutritious food 
that meets their dietary needs and preferences 
for a healthy and active life. In Brazil, this became 
law in 2006 and unites the concept of establishing 
food as a right with the need for health-promoting 
dietary practices which respect cultural diversity 
and are environmentally, culturally, economically, 
and socially sustainable to guarantee FS. In 2010, 
the law was endorsed with the institution of the 
National Policy for Food  Security (Brasil, 2010c), 
which sought to promote universal access to ad-
equate food and the organization of sustainable 
and decentralized systems from food production to 
distribution; institution of permanent processes for 
education, research and training in FS; promotion, 
universalization and coordination of actions aimed 
at traditional communities; strengthening of food 
and nutrition actions at all levels of health care; 
support for initiatives promoting the country’s food 
independence; and monitoring of the realization of 
the human right to adequate food.
Nevertheless, although it is less common in Eu-
rope, discussion of FS is a reality characterized by 
a lack of access to food due to questions of poverty 
and distribution of foods with low nutritional qual-
ity. However, discussion of this topic is still in the 
early stages of development in Portugal. Few stud-
ies have been conducted in this area in this country 
(INSA/ONSA, 2003b; Amaral et al., 2010) and, mainly, 
the topic does not appear clearly in public policies. 
Rodrigues and Miranda (2010) verified the con-
nection between situations of food insecurity and 
unemployment and high numbers of people in the 
household, and showed that, initially, insecurity 
tends to affect the quality of foods available, and can 
provoke an increase in non-communicable diseases 
such as obesity. Amaral et al. (2010) also verified, 
through data from the National Health Survey, the 
coexistence of food insecurity and overweight in 
ahigh percentage of Portuguese adults.
The nutritional policies which exist in a country 
point to the understanding of existing concepts sur-
rounding FS. Even though Portugal does not have a 
national policy, the Second WHO European Action 
Plan for Food and Nutrition Policy reflects decision 
making and actions in the country. This document, 
together with Portugal’s National Health Plan, as 
well as PNAN, discuss FS from different points of 
view (Chart 1). 
As for one of the most relevant nutritional defi-
ciencies, malnutrition, despite the fact that the WHO 
emphasizes this topic, when compared to PNAN, 
the organization determined the need to establish 
programs protecting groups which are vulnerable 
or of low socio-economic levels through subsidies 
to acquire food, facilitated access to restaurants 
and other forms of social support. Micronutrient 
deficiencies have already come to be a public health 
concern in Brazil as well as Portugal.
Considering the above discussion, food insecu-
rity situations appear in conjunction with problems 
related to overweight and, as a result, require actions 
pertinent to this topic which also consider the whole 








rounding obesity. Combating the high prevalence 
of overweight is amply discussed in both the PNAN 
and the Second WHO European Action Plan for Food 
and Nutrition Policy. Translated into action, Brazil 
and Portugal use the Global Strategy for Healthy 
Eating, Physical Activity and Health to discuss 
this topic. Specifically in Portugal, the Platform 
Against Obesity can be considered to be related to 
a FS policy, as it stimulates healthy eating practices 
to the population.
Other proposals approach the context of FS, RFE 
allows access to food, as well as sustainability of the 
local economy, by using local producers to supply 
fruits and vegetables. With its focus on reducing 
obesity, it also contributes to acquiring competen-
cies in the areas of nutrition education and health 
in the school environment (Portugal, 2009). 
Programs that serve low income families to 
meet basic needs are common in many regions of 
the world, and this is represented in Brazil by the 
Bolsa Família Program; in Portugal, there is the 
Rendimento Social de Inserção Program as a policy 
measure which contributes to reduce inequality and 
alleviate poverty and social exclusion. This program 
is targeted at low income individuals or families 
need, representing monetary assistance, social and 
professional insertion (Portugal, 2003). 
Both revolve around financial assistance and 
are generated by non-health areas but in Brazil, 
the relationship between this assistance and the 
nutritional improvement of the population is clear, 
while in Portugal there is no mention of repercus-
sions in food access. PNAN supports and contributes 
to the evaluation of the Bolsa Familia program, 
while in Portugal, the Ministry of Health does not 
get involved.   
Another aspect to be discussed refers to the term 
“food security”, which is widely used in Brazil but 
is confused with “food safety” due to the similar 
nomenclature. Furthermore, safety from the sani-
tary point of view represents a concept that has a 
longer history and is therefore more widespread 
in the area of health and diet. But “food security” 
is widely discussed on the international area, and 
instruments even exist which measure a family’s 
situation with relation to insecurity. As mentioned 
previously, in Portugal discussion of food safety is 
tied to the prevention of risks in the food chain due 
to chemical or biological contamination. However, 
according to the current situation of economic in-
stability, some educational messages have arisen 
in order to guarantee FS, and some messages have 
been observed which aim to teach how to obtain an 
adequate diet at a low cost. Within the scope of the 
Platform Against Obesity, some guidelines on a more 
economical and nutritionally balanced diet was 
found, as well as low-cost recipes. The Portuguese 
Association of Nutritionists (Cordeiro et al., 2011) 
has also proposed materials, including items which 
form the basis of an adequate monthly diet for a typi-
cal Portuguese family, in order to make the Human 
Right to Adequate Diet more concrete. 
The existence of human resources is one of the 
aspects where public policies can act and, therefore, 
it is necessary to analyze this aspect. With the pro-
cess of globalization impacting the health sector in 
terms of technological resources as well as human 
resources, the WHO has tended to encourage the 
circulation of health professionals between nations 
(WHO, 2001b). The Bologna Process, in turn, created 
a European Area of Higher Education, standard-
izing the courses in various countries (EME, 1999). 
However, particularities between nations should be 
considered so that the health professional can be 
prepared to intervene in the local health scenario.
As a result, between Brazil and Portugal, starting 
from the different processes of conceiving higher 
education in nutrition, a relevant area from a FS 
perspective, there are different professional profiles. 
While in Portugal there are six institutions that 
train nutritionists (Real et al., 2011) for slightly 
more than 10 million inhabitants, in Brazil there 
are at least 312 courses for 190 million people (Bra-
sil, 2011a). This means that Brazil has more than 
three times the number of institutions in relation 
to the number of inhabitants, indicating a larger 
contingent of professionals to participate in actions 
related to FS. It is also important to consider the 
different history of the career in the two countries: 
in Brazil the profession has existed for 71 years, 
while in Portugal it has existed for 30 years, indicat-
ing differences in the process of expanding these 
professionals’ activities. Besides considering the 









country, it is relevant to discuss that the courses may 
view nutritionist training with different objectives 
for their activity. In Brazil, the National Curriculum 
Directives indicate a professional “with generalist, 
humanist and critical training, prepared to act, 
viewing food security and diet care, in all areas of 
knowledge in which diet and nutrition are funda-
mental to the promotion, maintenance, and recovery 
of health and to prevent diseases in individuals or 
population groups” (Brasil, 2001). In Portugal, de-
spite the lack of a defined profile for the nutrition-
ists, the Portuguese Association of Nutritionists 
indicates that this professional can act in pursuit 
of dietary improvement to contribute to quality of 
life. In Portugal, nutritionists intervene in the diet 
of various age groups, sporting groups and with 
relation to diseases, and are indispensible in hos-
pitals for nutritional evaluation and intervention 
for inpatients and clinic patients, while in health 
and government centers, they help to establish diet 
policy and transmit dietary advice to the population; 
in food service companies, they act to guarantee that 
secure diet plans meet all energy and nutrient needs, 
and they can also act in scientific investigations and 
as professors (Real et al., 2011). 
Final considerations
This article sought to present Brazil’s and Portugal’s 
actions and efforts to bring about the human right 
to adequate food, and the following factors show 
differences between the countries: FS is more widely 
discussed by Brazilian policy, while in Portugal, the 
topic is implicit in various activities.
The food and nutrition actions which refer to 
the topic of FS in Brazil and Portugal indicate the 
need for intersectorial strategies which extrapolate 
the health sector and refer to combating obesity, 
preventing nutritional deficiencies, and promoting 
nutrition education programs in the school environ-
ment. Actions specific to Brazil reflect those which 
emphasize a preoccupation with malnutrition, while 
in Portugal, greater efforts are seen to interfere at 
the food industry level and in measures for safety 
food production. 
In the face of political and economic changes 
which are affecting the European continent, bring-
ing about important consequences for the health 
conditions of the Portuguese population and even 
the FS situation of families, deeper reflection on 
the subject of guaranteeing the human right to ad-
equate nutrition is relevant. Besides the possibility 
of increasing numbers of individuals with social 
vulnerability, who face greater risk of compromised 
food access, the current dietary standard, which 
is characterized by the increase in industrialized 
foods, reflects other questions related to food inse-
curity such as loss of a country’s ability to feed its 
own people and the increased influence of the food 
industry in people’s dietary choices.
The differences between Brazil and Portugal 
are related to the political, economic and historical 
characteristics of each country, as well as the per-
ception of the concept of health promotion in each 
place and the availability of health professionals to 
act in this scenario. Such aspects indicate the need 
for discussion about the training and activities 
of these professionals together with each nation’s 
characteristics, in order for these professionals to 
intervene in attaining the human right to adequate 
nutrition.  
Besides the investment in human resources in 
the health sector of each country, it is important 
that Brazil and Portugal emphasize the topic of FS 
in general in proposed dietary and nutritional ac-
tions involving different areas of government and 
civil society. Emphasis on actions which seek to 
guarantee an adequate food to the population is im-
portant to reduce families’ food insecurity. However, 
investment in educational strategies which promote 
autonomy and the emancipation of individuals, as 
well as popular participation, is fundamental to 
ensuring that the social impact of these actions will 
be broad and sustainable.
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the field of food and nutrition which was called the “National Program for the Promotion of Healthy 
Eating”. The strategy is based on guidelines proposed by the World Health Organization, the European 
Commission and also those derived from experiences in countries such as Norway and Brazil and also 
the retrospective analysis of previous initiatives nationwide. The National Program for the Promotion 
of Healthy Eating is presented briefly and also some of the main challenges to their implementation.
KEYWORDS: Food policy, Nutrition policy, National programs
RESUMO
As doenças crónicas de base alimentar representam já a principal causa de morte e doença nas sociedades ocidentais. Portugal, 
com um milhão de obesos e com um crescimento acentuado dos custos sociais e económicos relacionados com este tipo de 
patologias, iniciou em 2012 e pela primeira vez, uma estratégia nacional no campo da alimentação e nutrição consubstan-
ciada no Programa Nacional para a Promoção da Alimentação Saudável. A estratégia tem por base as orientações propostas 
pela Organização Mundial de Saúde, pela Comissão Europeia, as derivadas das experiências em países como a Noruega ou 
Brasil e ainda a análise retrospectiva de iniciativas anteriores a nível nacional. O Programa Nacional para a Promoção da 
Alimentação Saudável é apresentado de forma breve e são discutidos alguns dos principais desafios à sua implementação. 
PALAVRAS-PASSE: Política alimentar, Política nutricional, Programas nacionais
PEDRO GRAÇA1,2, MARIA JOÃO GREGÓRIO1 
INTRODUCTION
Chronic diseases, whose beginning and develop-
ment is associated to inadequate food habits, are 
the main cause of death in the world, representing 
63% of all deaths in 2008 (1).  In Europe, chronic 
diseases cause more than 8 of 10 deaths, which 
represent around 77% of the total burden of disea-
se (2). Obesity as a final expression of inadequate 
energy intake balance towards the body needs, rea-
ches about 1 million Portuguese adults. It is estima-
ted that pre-obesity, which is the preliminary stage 
of obesity, reaches therefore 3,5 million Portugue-
se adults (3, 4). This inadequate food intake along 
with an energetic supply above the needs is propor-
tionally higher among the less economically and so-
cially disadvantaged classes, suggesting that both 
obesity and economic vulnerability grow together 
in a high proportion of Portuguese families(1, 5). 
If we added to this situation the fact that in many 
families food insecurity, which means, the di!culty 
to have access to food or some types of food, could 
coexist with obesity and malnutrition, it is unders-
tood the current complexity of the situation and 
the need of an intersetoral thought and strategy 
at a medium and long term(5, 6). 
Towards the epidemiological, economical and social 
situation that Portugal goes through, the definition 
of a food and nutrition strategy should be pressing 
and therefore had been materialized in 2012 with 
the creation of the National Program for the Pro-
motion of Healthy Eating (PNPAS) (7).  PNPAS was 
approved through the law dispatch nº 404/2012 of 
3rd January 2012, and has been considered one of 
the eight priority programs to be developed by the 
Portuguese Directorate General of Health (DGS) 
(8). The coordination of this program was attribu-
ted to DGS, once according to the law dispatch nº 
124/2012 of 19th December, the national coordina-
tion of the definition and development of the health 
programs, as well as the monitoring of the execu-
tion of politics and programs from the Ministry of 
Health were attributed to DGS (9).
The PNPAS was created with the objective of im-
proving the nutritional status of the population, 
stimulating the physical and economic availability 
of healthy foods and creating conditions in which 
the population can give value to them, appreciate 
them and integrate them on their daily routines. It 
is aim of this program to provide an adequate food 
intake and consequent improvement of the citizens 
nutritional status, which can have a direct impact in 
the prevention and control of the most prevalent 
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ses, oncological, diabetes and obesity), and that it 
allows, simultaneously, the growth and economic 
competitiveness of the country in other sectors like 
the ones related to agriculture, environment, tou-
rism, employment or professional qualification(7). 
The biggest challenge of a national food and nutri-
tion policy is therefore to reconcile the recommen-
dations of international good practices based on 
the best scientific evidence to improve the health 
status of populations, with its adaptation to natio-
nal context, in particular with the local food system. 
This strategy will go from food production to food 
consumption including economic development and 
fostering the creation and maintenance of jobs.
The Health and Nutritional Policies in the Sco-
pe of European Policies and Strategies
Currently, food and nutrition are considered to be 
key elements in the definition of objectives, strate-
gies and recommendations in several programs and 
policies, not only in the World Health Organization 
(WHO) but also in the European Commission (EC).
At the WHO level, in the past few decades, several 
strategic documents have been developed, aiming 
to support member states in the definition of po-
licies that are targeted to change food intake and 
physical activity among the European citizens. Once 
the growth of chronic diseases, which is associated 
to an inadequate food intake, a!ects more than 
a third of the European population, and that at a 
global level, it is estimated that 60% of premature 
deaths are caused by these diseases, the promotion 
of healthy eating has assumed as a priority among 
the WHO policies.
In this scope, and for the definition of a food and 
nutrition policy at a national level, it have been con-
sidered the strategic guidelines presented in the 
following documents of the WHO: “Global strategy 
on diet, physical activity and health”(WHO, 2004) 
(10), “European Charter on counteracting obesity” 
(WHO, European region 2006) (11), “The challenge 
of obesity in the WHO European Region and the 
strategies for response” (WHO European Region, 
2007) (12), “Action Plan for the Prevention and Con-
trol of Non- Communicable Diseases 2013-2020” 
(WHO, 2013) (1),  “Health 2020 - A European po-
licy framework supporting action across govern-
ment and society for health and well being” (WHO, 
2012) (13), “WHO European Action Plan for Food 
and Nutrition Policy 2014-2020” (WHO European 
Region 2013) (14), “Vienna Declaration on Nutrition 
and Non- Communicable Diseases in the context 
of Health 2020 (WHO, European Region 2013) 
(15), and “The Helsinki Statement on the Health in 
All Policies” (WHO, 2013) (16). Also the European 
Commission has been supporting the member sta-
tes in the implementation of nutritional policies, 
namely through the documents: White Paper on 
“A Strategy for Europe on Nutrition, Overweight 
and Obesity related health issues” (European Com-
munities Commission, 2007)(17)  and White Paper 
“Together for Health: A Strategic Approach for the 
EU 2008-2013” (European Communities Commis-
sion, 2007) (18).
From the reading of these documents it is possible 
to frame a set of objectives and action guidelines 
that begin with: a) evaluation of the food and nu-
tritional status of the population and their social 
and economic determinants; by b) multisectoral in-
tervention strategies that move away even more 
from the interventions for the improvement of citi-
zens knowledge and gradually integrate regulation 
proposals about the availability and accessibility to 
foods, and to the c) establishment of monitoring 
systems and development of process indicators.
Recently, the health policies, namely the food and 
nutrition policies started to assume the impact of 
social and economic disparities in diet.
In this sense and according to the general action 
guidelines of the new action plan for food and nu-
trition policies of the WHO, the “ WHO European 
Action Plan for Food and Nutrition Policy 2014-
2020” (WHO European Region, 2013) (14), it was 
suggested the growing integration of the human 
rights principles, in particular the right to food and 
the principles of the guaranty of the universal ac-
cess to adequate foods, and therefore to promote 
equity in the proposed strategies. These more re-
cent documents propose for the next few years, a 
set of four priority objectives:
1) to reinforce the surveillance, monitoring and data 
assessment related to health, nutritional status and 
their determinants and trends;
2) to reduce the risk factors´ exposition for chro-
nic diseases that are related to inequalities and 
that could be modified by food intake, through the 
creation of environments that promotes a healthy 
eating;
3) to reinforce and to retarget the health systems 
in order to considered the prevention and disease 
control associated to an inadequate food intake, 
the malnutrition and the micronutrient deficiency 
as priorities in the primary health care, ensuring the 
universal coverage of health care, and at last;
4) to stimulate the adoption of the “health in all 
policies” approach, in order to build up intersetoral 
alliances and to promote the capability and involve-
ment of the citizens in the promotion of activities 
related to healthy eating (14, 15).
Among these documents it is well seen the plea 
to intersetoral and transversal strategies to all go-
vernmental sectors, to the private sector and to 
the civil society, integrating and mentioning the 
principle of “health in all policies”. It is also sensed 
the need of interventions supported by changes in 
the food systems, in order to promote sustainable 
interventions along time, as well as in the social 
and environmental perspective. So it is clear that 
the strategies to reduce the high prevalence of ch-
ronic diseases should simultaneously contemplate 
the malnutrition and the micronutrient deficiency. 
At last, it is highlighted the importance of the dis-
parities reduction in the access to high nutritional 
quality foods, in order to ensure the physical and 
economic access to a healthy eating as part of an 
integrating e!ort to reduce the social inequalities 
in health. According to “The Helsinki Statement on 
Health and All Policies”, it is essential that all coun-
tries consider health and equity in health as a politi-
cal priority and that act on the social determinants 
of health (16).
These global documents, although strategically 
reflect on the major guidelines to the implementa-
tion of policies in the scope of food, they don’t take 
into account national specificities, that need to be 
introduced and adapted. Portugal has geographic, 
climate, food production, gastronomic tradition 
and diet specificities that should be addressed in 
the planning and in the action plans for the deve-
lopment food and nutrition policies. Portugal, also 
has a government system with some particulari-
ties, especially in the health sector, which it has 
to be taken into account. A concrete example of 
this specificity is related to human resources that 
are available in Portugal in the field of nutrition. 
The academic training of nutrition professionals 
in Portugal (nutritionists), had its beginning in the 
70s, and had a conceptual and ideological matrix 
closer to the North and South-American realities 
more than the European one. This academic trai-
ning provided a strong orientation to the provision 
of services among the community, on preventive 
and health promotion that should not be wasted.
The Nutritional Policies in Portugal – Short 
Historical Evolution 
Although the PNPAS, approved in 2012, represents 
in Portugal the first national program to the promo-
tion of a healthy eating, several e!orts were made 
since the 70s in order to formulate and implement 
a national strategy of food and nutrition. The first 
step for the formulation of a national policy of food 
and nutrition was made in 1976 with the creation 
of the Centro de Estudos de Nutrição (CEN) (Centre 
for Studies in Nutrition) that came up to bridge the 
need to get data about the food intake and the nu-
tritional status of the Portuguese population (19). 
Along with the development of studies related to 
data assessment about food and nutrition, also in 
the 70s the first national campaign of nutrition 
education had its beginning “Saber comer é saber 
viver” (“to know how to eat is to know how to live”), 
for which it was developed the first food guide to 
the Portuguese population, the “Roda dos Alimen-
tos” (Food Wheel). Later, in 1980, it was established 
the Conselho Nactional de Nutrição (CAN) (National 
Council of Food), after known as Conselho Nacional 
de Alimentação e Nutrição (CNAN) (National Coun-
cil of Food and Nutrition), aiming to formulate and 
implement a food and nutrition policy, that never-
theless was not achieved (20).
Simultaneously to these initial political steps in 
the area of food and nutrition, emerge the first 
documents reflecting about the strategic lines of 
thought to the formulation of a food and nutrition 
policy in Portugal. These strategic documents were 
essentially proposed by Gonçalves Ferreira and later 
by Emílio Peres, Amorim Cruz, among others (21-25). 
The political interest in the implementation of a 
food and nutrition policy was however less ob-
vious during the 90s by several reasons, such as: 
the entrance of Portugal in the European Econo-
mic Community (EEC) and the attempt of creating 
an open market with the minimum of regulation. 
Nutrition education, especially in schools, was pro-
bably the only area in which investments continue 
in this period (26).  Also in the 90s and precisely 
in 1997, food recommendations were published to 
the Portuguese population by the CNAN (27). In 
the late 90s and at the beginning of the new mil-
lennium, arise the need of the guaranty the hygiene 






















































and food safety, due to the food crisis of the 90s, 
which occupied the political agendas in the scope 
of food and nutrition (28).
In 2005 and resulting from the political recognition 
at an international level that obesity was one of 
the most serious problems of public health, it was 
observed once again a new political investment in 
the nutrition field in Portugal, and therefore been 
implemented in the same year the National Plan 
the Fighting of Obesity 2004-2010 (29). In 2007 
and following the signing of the “European Charter 
on Counteracting Obesity” (WHO European Region, 
2006) (11), was created the Platform Against Obe-
sity, as a Division within the Directorate General of 
Health (DGS), representing the first approach of a 
intersetoral policy aiming to promote healthy ea-
ting, although with specific intentions in the fight 
against obesity (30). Therefore with the Platform 
Against Obesity there were raised the bases for 
the launching of the first National Action Plan on 
Food and Nutrition, that came up in 2012, as pre-
sented below.
National Program for the Promotion of Heal-
thy Eating – Strategic Guidelines
In the framework of the PNPAS were enclosed 
several guidelines and strategic options. The 
proposals made by the WHO and the EC, already 
described, and also the ones resulting from the Por-
tuguese international experience in working groups 
such as the High Level Group on Nutrition and Phy-
sical Activity from DG Sanco; from the experience 
of the developing of di!erent national proposals 
since 1976 that culminated with the creation of 
the Platform Against Obesity in DGS; from the ex-
periences hold in two countries Norway and Brazil, 
with great traditions in the implementation of poli-
cies and strategies in the field of food and nutrition; 
and still from the public earshot that DGS promoted 
to listen stakeholders and interested parties. All of 
them contributed to the final improvement of this 
strategy. 
The PNPAS presents five main objectives: a) To in-
crease the knowledge about food intake of the Por-
tuguese population as well as their determinants 
and consequences; b) To modify the availability of 
certain foods namely in schools, workplaces and in 
public settings; c) To inform and enable citizens to 
purchase, prepare and store healthy foods, in spe-
cial to the most disadvantaged people; d) To identi-
fy and promote transversal actions that encourage 
the consumption of high nutritional quality foods 
in an intersectoral and integrated way with other 
sectors, namely agriculture, sports, environment, 
education, social security and municipalities; e) 
To improve the qualification and way of action of 
several professionals that by their activity could 
induce knowledge, attitudes, and behaviors in the 
food arena. Thus the PNPAS proposes a set of goals 
distributed among five priority areas: 1) The Portu-
guese reality, to increase information and collect 
food data; 2) Guidelines, to modify the food avai-
lability and to influence the environment; 3) Foods 
Library, to inform and make citizens aware; 4) Part-
nerships and Projects, to promote the intersetoral 
action and; 5) Professionals, to improve the quali-
fication and way of action of several professionals 
that by their actions may induce foods intake (7).
CRITICAL ANALYSIS AND CONCLUSIONS
The current epidemiological, social, and economic 
profile of the Portuguese population suggests in-
tegrated and intersetoral answers to such complex 
problems as the ones from the food and nutrition 
scope. Taking into account the five main areas of 
action proposed by the PNPAS, it will be possible a 
critical reflection about each one of them.
1) Decision making and the choice of the best stra-
tegies implies updated and quality data. In the case 
of nutrition policies are fundamental updated data 
on food consumption, its evolution and its relation 
to demographic and geographic profiles of the po-
pulation. Unfortunately the current available data is 
far from answering to these needs. The last natio-
nal food survey with direct intake data is strongly 
outdated, because it is from 1980. The indirect data 
of food consumption obtained by the Food Balance 
Sheets (FBS) and from the Family Household Bud-
gets (FHB) systematically allow, along with some 
known deviations, to draw the consumption tra-
jectories. These data, together with direct food 
consumption data obtained by partial studies, al-
low although in a imperfect way, to identify priority 
areas.  In spite of the budget di"culties, it is ne-
cessary to implement an evaluation and monitoring 
system to follow the food consumption. A system 
that systematically and rapidly can track food inta-
ke variations as well as their distribution and evolu-
tion through time. This tool should be more practical 
in relation to data collection and updating. It should 
provide internal decision-making, but also allow the 
comparability at European level. The stability of the 
methodology employed should also enable a better 
understand of time trends in food intake. After that, 
in the past, several complex institutional tools were 
used, and the data collection presented a great time 
lag in relation to the results disclosure. The proces-
ses need now to be even quicker, also integrating 
already existing structures, services and health pro-
fessionals without putting aside the quality.
2) In the last few years, several proposals came up 
in the European nutritional politic setting, that at-
tempt to modify the availability of certain foods, na-
mely in school environments, workplaces and other 
public settings. The change of the food availability 
in school environments has been considered an im-
portant area of action, where Portugal has been 
taking a very active role. In this field of action, the 
Directorate General of Education (DGE) and the 
PNPAS have been producing a partnership alliance 
that allows the regulation, among other areas, of 
the food o!er in the school environment. The next 
step will be to improve the capacity of monitoring 
the implementation of guidelines and to know even 
more about the impact of the di!erent proposed 
models. At the same time recent intervention on 
food prices, through the direct taxation on certain 
food products, as the examples of Denmark and 
Hungary, suggests new regulation paths of the 
food o!er that need to be closely studied (31).
3) To inform and empower citizens to the purchase, 
preparation and storage of healthy foods, in parti-
cular among the most disadvantage groups, means 
a clear option in strategies that use adapted edu-
cation materials to low levels of literacy. But also 
to recognize the reduced interest and capacity of 
these groups to learn the most classic way of lear-
ning. And the understandings that in a new commu-
nication era, both entertainment and information 
circulate even more in interrelated formats and 
areas. A food and nutrition policy should be able to 
establish a compromise among the strategies that 
promote the capacity and the autonomy of citizens 
to make adequate food choices with strategies that 
enable the creation of healthy food environments 
considering however, that the food choices depend 
mainly from the will of the citizen.
4) A food and nutrition policy needs to be able to 
establish alliances, partnerships, and intersetoral 
actions, namely among the di!erent government 
sectors, the private sector and the civil society.  So, 
the intersetoral action is one of the main challen-
ges of food and nutrition policies. These alliances 
and partnerships depend on governance stability 
and compromises at a medium term that overcome 
legislatures. These policies also need clarity in the 
objectives and transparency of processes, planning 
and cooperation routines among the di!erent go-
vernment sectors and other partners. The existen-
ce of a national action plan on food with clear and 
auditable objectives is one of basis of this process.
The qualification and the way of action of di!erent 
professionals that by their activity can influence 
knowledge, attitudes and behaviors on the food 
arena, are crucial to the success of any strategy. At 
this level it is necessary a double intervention. The-
re is a need to capacitate professionals external to 
health but that influence food intake, for instance 
at a municipally level or in the education area; and 
to capacitate health professionals that are not ex-
perts on nutrition but that often collaborate in this 
kind of actions. One of the main critics made to the 
teaching of health sciences, in the last few years, 
is the incapacity of graduating professionals with 
the sense of leadership and public intervention in 
the society, in particular in the areas that determine 
and influence the health of the population. It is ex-
pected that the PNPAS could encourage this kind of 
articulation among the needs of human resources 
with sense of leadership and public intervention 
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The economic crisis, the major challenge facing Europe, has high social risks and implications on populations’ health. The rising of 
health inequalities is one of them. Moreover, as an impact of crisis, food security defined as the access to sufficient, safe and healthy 
foods could be compromised. In 2013, 50.7% Portuguese households were food-insecure. The guarantee of food security and tackling 
social inequalities become priority actions for nutrition policies. Since 2012, Portugal has implemented a national strategy in this field 
- National Program for the Promotion of Healthy Eating (PNPAS). PNPAS, implemented in the austerity age, assumes these 
problematic as the biggest challenges, proposing a set of strategies: 1) select the right indicators to support decision making and using 
adequate tools to evaluate food consumption of vulnerable populations; 2) promote research lines on the best-practices for effective 
interventions on inequalities reduction; 3) highlight the importance of disparities reduction in the access to high quality foods; 4) 
PNPAS should take part of an intersectoral action to reduce the determinants of inequalities that are independent of the health scope. 
This program should be able to identify and strengthen structures, strategies and resources that are potential allies of the interventions 
to be carried out. 
 





Western countries, mainly in European Region, are facing a 
sharp increase in the rates of obesity and other diet-related 
chronic diseases. Furthermore, social inequalities observed in 
diet and related chronic diseases are presented as a priority 
challenge for public health interventions in the strategic 
documents of World Health Organization (WHO) (1-3) and 
European Commission (EC) (4) for food and nutrition policies. 
Indeed, overweight and obesity seems to coexist with situations 
of food insecurity in poor households (5-7). Thus, considering 
that diet is strongly affected by economic and social factors, the 
actual context of economic crisis could induce changes in food 
consumption of Portuguese population.  
At national level, the implementation of public policies for food 
and nutrition under the government responsibility and within an 
intersectoral approach are required to guarantee food security of 
the population, ensuring the “access to sufficient, safe and 
nutritious food to maintain a healthy and active life” (8). 
However the implementation of a food and nutrition policy, in 
the austerity age, is facing a large number of challenges, which 
will be discussed in the present document. This study aims to 
contribute to the development of strategic lines for the design 
and implementation of a food and nutrition policy taking in 
account the new conditions of austerity and specific Portuguese 
situation. 
1. Food and nutrition policies in the context of welfare state 
 
    
    1.1 An international overview  
 
The Welfare State described as a “variety of political practices 
and processes related to the arrangement of a social and 
economic order within a polity” has became widespread after 
the Second World War in modern societies of Europe (9). The 
Welfare State model, based on the principles of social justice, 
emerged in a post-war period, characterized by strong political, 
economic and social instability and was simultaneously 
prompted by the economic crisis of 1929 and by the 
industrialization process that had occurred in that time. Britain 
was one of the first European countries to implement a Welfare 
State model, in 1942, presenting a set of measures aiming at 
protecting the citizens’ rights, providing protection mechanisms 
related to education and healthcare. This model of political 
organization, places the State with a key role in the regulation of 
economy and with the duty to guarantee and implement a social 
solidarity system that includes measures to ensure education, 
healthcare and social protection mechanisms for citizens. This 
governance model, gained expression at international level and 
it was widespread in other parts of the world until the 70’s (10).   
However, the degree and the extension of State intervention in 
the economy and the universality of social policies was 
significantly different from country to country and different 
types of Welfare State regimes have been proposed, within 
European context. The Welfare State typology proposed by 
Esping-Andersen is the most classic characterization. According 
to this author, welfare states could be divided into three regime 
types: 1) social-democratic or Scandinavia (Nordic countries), 
2) conservative or corporate (Germany, France, Austria, 







Anglo-Saxon (UK and Ireland). However, in the literature there 
is no agreement with respect to the classification of the Welfare 
State regime of Southern European countries (Spain, Portugal, 
Greece and Italy). According to Esping-Andersen’s 
classification, these countries should be included in the 
conservative regime, as “lower developed” conservative 
regimes (11). In an opposite way, other authors suggest that 
Southern European countries should be part of an additional 
welfare regime, usually called as “Mediterranean Welfare State” 
regime. These authors argue that Welfare States of 
Mediterranean countries are characterized as small social 
security systems and described as “peaks of generosity 
accompanied by vast gaps in protection and by the 
“establishment of national health services, based on 
universalistic principles”. The “reliance on the family and 
voluntary sector” is also a characteristic attributed for 
Mediterranean Welfare States (12-16).  
Nevertheless, several social scientists have suggested that the 
Welfare State model advocated since the end of the Second 
World War, has been in crisis since the economic crisis of 1973. 
During 70’s, the Welfare States started to be dismantled with 
the influence of neoliberal welfare reforms, suggesting the 
importance of guaranteeing the freedom choice of citizens. In 
fact, neoliberal policy reforms emerge to meet the budgetary 
constrains that national economies were facing, proposing a set 
of economic measures based on the market liberalization and on 
the privatization of public services and goods, particularly in the 
scope of health, education and social protection. The loss of 
social rights also began to be felt since then, in order to 
maintain financial sustainability of public services. The gradual 
erosion of the Welfare State model became evident and has 
been perpetuated over the past decades. However, the austerity 
packages implemented to tackle the current economic crisis had 
accelerated this process. In turn, austerity measures were not the 
only cause that has lead to this process. The significant 
demographic changes that have occurred in Western societies, 
characterized by an increased in life expectancy associated with 
a reduction in the birth rate life, have had serious repercussions 
at economic, social and political level. The ageing population 
and the decreasing in the proportion of citizens in working age 
constitute a very large burden on national economies, which 
implies the need to develop policies and reforms that ensure the 
future sustainability of social systems. At the same time, the 
increase in technology also contributed to this situation, which 
has lead to a fewer number of persons on the productive sector 
contributing to several loss of jobs (10).  The increasing role of 
medical technology on health care has been also a significant 
contributor to the increase of health sector spending (17). 
The right to health regarded as a social right, is considered part 
of the obligations of a welfare state regime. The achievement of 
this right entailed the implementation of national healthcare 
systems that would ensure the provision of universal and for 
free health care. However, were also found strong disparities in 
the universality as well as in the gratuity of the national health 
systems, from country to country. Furthermore, the reforms on 
health policies recently implemented have also been the result 
of demographic, socioeconomic and political changes that have 
occurred in recent decades. However, it seems that the current 
economic crisis paved the way for the need to implement 
reforms in this sector. The severe public budget constraints have 
dominated the political debates within health policies and the 
best methods to maintain the sustainability of the current 
national health systems have been extensively discussed. 
Among the solutions presented, it has been frequently proposed 
the privatization of this sector, the use of services by paying 
moderate rates, and the provision of cost-free services only to 
the most vulnerable population groups (10). However, the current 
reforms in the health sector have been under huge criticism and 
according Arriscado Nunes (2012), there has been a "sharp 
deterioration of public health systems both in its ability to 
ensure access to care enshrined in the Constitutional law as a 
right of all citizens, as in the provision of differential healthcare 
and the quality reduction of services", arguing as well that “the 
public health systems tend to become target to assist only the 
poorest, but also to be increasingly poor in resources” (18). 
Regarding the right to food and how food and nutrition policies 
have been considered in the Welfare State model, it is important 
to remark that to date no European country has the right to food 
legally recognized at the national level. Nevertheless, the right 
to food is recognized at international level in article 25.º of the 
Universal Declaration on Human Rights, in 1948. In this 
declaration, the right to food takes part of a healthy and well-
being standard of living, which states that “everyone has the 
right to a standard of living adequate for the health and well-
being of himself and his family, including food, clothing, 
housing and medical care and necessary social services (…)” 
(19). The right to food was later reaffirmed, in 1996, in the 
International Covenant on Economic, Social and Cultural Rights 
(article 11.º), as the “right to an adequate standard of living, 
including adequate food”, as well as the “fundamental right to 
be free from hunger” (20). The definition of the right to an 
adequate food was proposed for the first time in the 1999, by 
the Committee on Economic, Social and Cultural Rights in the 
General Comment 12, establishing that “the right to adequate 
food is realized when every man, woman and child, alone or in 
community with other, has the physical and economic access at 
all times to adequate food or means for its procurement” (21). 
Moreover, it was also expressed in this document that the 
guarantee of this right must be a State obligation. Likewise, 
Amartya Sen, an important thinker in the area of economic, 
poverty and inequality issues, argued the role of the State in the 
guarantee of the right to food. Amartya Sen in his book 
"Poverty and Famine" suggested that food deficiencies arise as a 
result of a failure of State interventions at the level of assurance 
and implementation of other social rights (22). 
Indeed, despite the fact of human right to adequate food not 
being legally recognized at national level in Western countries, 
this right arises between the lines of the right to health and of 
the right to human dignity, both of them legally established. In 
fact, several countries have implemented national policies on 
food and nutrition, as part of their health policies. Historically 
and at international level, food policies initially emerged related 
to the ensuring of food availability, strongly associated with 
agriculture policies. The need to develop food and nutrition 
policies emerged after the Second World War, in order to 
implement a set of measures that were intended to increase 
agricultural production in order to ensure sufficient availability 







implementation of food and nutrition policies with the main 
objective to ensure a sufficient supply of food for the entire 
population, were called as "quantitative nutrition policies", and 
its application was just necessary for low-income countries. 
Later, as a result of the increasing prevalence of chronic 
diseases, research in nutrition sciences began to detect and 
prioritize a possible association between an inadequate dietary 
intake and the risk of developing these disorders, thus 
contributing to the development of the concept of "qualitative 
nutrition policies" (23). Thus, in 1974, the World Food 
Conference hold in Rome marked a turning point in the history 
of food and nutrition policies, since by its Resolution V, all 
signatory countries were advised to implement policies on food 
and nutrition in order to improve the nutritional status of 
populations, especially for the most vulnerable groups, ensuring 
at the same time sufficient food production to meet the 
nutritional needs of the entire population. In this context, 
emerged a new concept for food and nutrition policies, an 
ambivalent concept, where issues of agriculture are interlinked 
with nutritional issues around problems like hunger and 
malnutrition (8). Gonçalves Ferreira, in 1978, defined food and 
nutrition policy as "a set of measures with the aim to make 
available different types of food to meet the population needs 
and to ensure their regular consumption, trying to establish or 
maintain rational and adequate eating habits throughout life" (24). 
Norway was the first country to have implemented a "modern 
nutrition policy", in 1975. This policy combined objectives 
related to the food self-sufficiency of the country, trying to 
match the guarantee of adequate and sufficient food production 
at the national level, with health goals, in order to reduce for 
example the fat content in food (25). However, only in the 80’s, it 
was widespread the importance of the formulation of food and 
nutrition policies with the integration of health promotion 
objectives. In fact, during this decade, food and nutrition 
became priority areas for the design and implementation of 
health policies (26, 27).  
However, the implementation of food and nutrition policies, 
over the last decades, has dealt with different kind of political, 
ideological, ethics and juridical issues. On one hand, persists the 
tension in trying to reconcile the interests of agriculture/industry 
with nutritional objectives to improve populations’ health. On 
the other hand, and more recently, it seems to be some 
controversial regarding the most effective policy approaches to 
promote healthy eating and, two main approaches have been 
proposed: a) policy options based on the  “personal 
responsibility and empowerment of citizens” and b) regulatory 
policies for the creation of healthier food environments. Until 
recently, the effort in this area has focused mostly on changing 
individual consumer behavior, assuming that food consumption 
is essentially an individual choice and a personal responsibility. 
Followers of this approach for nutrition policy intervention, 
advocate that the State intervention should focus on developing 
guidelines for a nutritional adequate intake, providing 
information and nutrition education easily understood by entire 
population. This way of intervention, somehow with "liberal 
inspiration" argues that in the area of individual choices, 
governments should avoid a direct intrusion into the personal 
sphere, respecting the individual freedom. Most recently, and 
particularly in the last decade, the need to implement 
intersectoral food and nutrition policies that enable the creation 
of healthy environments has had a growing number of 
followers. Several policy documents published by the WHO and 
by EC claim that regulatory approaches can potentially drive 
positive changes in the promotion of healthy eating (1, 2, 28). 
However the creation of healthy environments has its own 
challenges, it implies a more direct intervention on citizens as 
consumers, inducing limitations of individual freedom of 
choice, which raises legal, ethical and political ideology issues. 
In turn, it is also important to note that the majority of food and 
nutrition policies implemented in recent decades in the 
European context has not considered the broader concept of 
food security, defined as a "situation that exists when all people 
at all time, have physical, social and economic access to 
sufficient, safe and nutritionally adequate foods, which will 
satisfy their nutritional needs and food preferences for a healthy 
and active life" (8). Furthermore, the human rights approach, 
mainly the right to adequate food, is not commonly considered 
in the design and implementation of food and nutrition policies. 
The apparent wealth of Western European countries have 
probably contributed to the implementation of nutrition policies 
aimed at the prevention of obesity and other related chronic 
diseases, considering food insecurity in terms of difficulty in 
access to food, as a problem with low expression. In fact, the 
State of Western European countries have had a reduced role in 
ensuring conditions for physical and economic access to 
adequate foods. Indeed, food assistance is being provided in a 
more effective way by social solidarity institutions and by civil 
society. In an opposite way to European trends, the U.S. State, 
characterized as liberal Welfare State regime, has shown a 
strong intervention at the level of implementation of food 
assistance programs, now referred as "nutritional assistance 
programs". As in Europe, these food assistance programs 
mainly aims to distribute surplus food supplies to poor 
populations. In the USA, this food assistance model was 
formally and permanently established as a government program 
in the late 60's and since then has been criticized, because of the 
low nutritional quality of foods distributed (7, 29).   
Indeed, current food and nutrition policies are facing different 
and much more complex problems. We know that situations of 
food deficiencies coexist with overweight and obesity and other 
chronic diseases related to poor nutrition. The fact that chronic 
diseases such as obesity, diabetes or cancer are more prevalent 
in vulnerable populations requires new solutions and completely 
revision of old paradigms among poverty, food intake and 
disease. 
1.2 The Portuguese case 
 
In Portugal, the Welfare State was implemented later in 
comparison to other European countries, being democratically 
institutionalized after the revolution of 25th of April of 1974, 
prompted by a national political crisis and by the austerity 
measures implemented to face the economic crisis of 1973. The 
development of the Portuguese Welfare State must be, as has 
often happened, analysed from the viewpoint of welfare regimes 
of Southern European countries, described by a “weak 
institutionalization of constitutional promises of social rights 
and by a semi-institutionalized welfare state that has been built 







to remark that the implementation of Welfare State in Portugal 
occurred simultaneously with the era of the beginning Welfare 
State crisis in other European countries (30). The Portuguese 
Welfare State institutionalized with the aim to implement a 
solidarity social system, is clear in the article 63. º in the chapter 
II of the current Portuguese Constitutional Law (Constitutional 
Law n.º 1/2005 of August 12th), which refers to the social rights 
and duties, where is stated that “it is the duty of the State to 
organize, coordinate, and subsidize a unified and decentralized 
social security system, with the participation of the trade union 
associations, other organizations representing the workers, and 
associations representing the other beneficiaries”. In this 
context, the right to health is also established in the Portuguese 
Constitutional Law as a social right, being stated that: 
“everyone has the right to protection of his or her health and the 
duty to defend and foster it”, being the right to health protection 
achieved through “a universal and general national health 
service that, taking into account the economic and social 
conditions of the citizens, tending to be free of charge” and 
through “the creation of economic, social, and cultural 
conditions securing the protection of children, the young, and 
the old; the systematic improvement of living and working 
conditions; the promotion of physical fitness and sports in 
school and among the people and by the development of the 
people's sanitary education” (Article 64.º, Chapter II, 
Constitutional Law n.º1/2005 of August 12th) (31). In that sense, 
the Portuguese National Health System was established in 1978 
(30). 
In spite of the right to adequate food not being included as a 
social right in the Portuguese Constitutional Law, food and 
nutrition issues have been interlinked with the right to health 
protection and consequently with implemented health policies. 
However, only recently, in 2011, Portugal implemented the first 
national strategy for promotion of healthy eating (32). 
Nevertheless, several efforts were made since 70’s in order to 
formulate and implement a national strategy of food and 
nutrition. In 1980, was created the Conselho Nacional de 
Nutrição (CAN) (National Nutrition Council), by the Decree-
Law n.º 265/80, as a interministerial advisory board of the 
government aiming to formulate and implement a food a 
nutrition policy. In 1984, the designation of this board was 
changed to Conselho Nacional de Alimentação e Nutrição 
(CNAN) (National Food and Nutrition Council) and during the 
decades 1970 and 1980, different studies were developed in the 
field of nutrition and, different documents were published 
reflecting about the strategic lines of thought to the formulation 
of a food and nutrition policy in Portugal (33). However, the 
implementation of a food and nutrition policy was not achieved 
during this period. The political interest in the implementation 
of a food and nutrition policy was however less obvious during 
the 90’s by several reasons, such as: the entrance of Portugal in 
the European Economic Community (EEC) in 1986 and the 
attempt of creating a single market with a minimal regulation. 
Nutrition education especially in schools, in this period, was 
probably the only area in which investments continued (34). In 
the late 90’s and at the beginning of the new millennium, arose 
hygiene and food safety awareness, following the previous 
years' food crisis, which were on the political agendas (35). In 
2005 and resulting from the political recognition at an 
international level that obesity was one of the most serious 
public health problems, a newer political investment in the 
nutrition field in Portugal was observed, culminating with the 
implementation, in the same year, of the National Plan to Fight 
Obesity 2004-2010 (36). In 2007, following the “European 
Charter on Counteracting Obesity” (WHO European Region, 
2006) (37), was created the Platform Against Obesity, as a 
Division within the National Directorate-General of Health 
(DGS), representing the first approach of a intersetoral policy 
aiming at promoting healthy eating, although with specific 
intentions in fighting against obesity (38). Actually, the definition 
of a food and nutrition strategy was materialized in 2011 with 
the creation of the National Program for the Promotion of 
Healthy Eating (PNPAS) (32). PNPAS was approved through the 
law dispatch nº 404/2012 of 3rd January 2012, and has been 
considered one of the eight priority programs to be developed 
by the Portuguese DGS (39). The PNPAS was created with the 
objective of improving population nutritional status, stimulating 
the physical and economic availability of healthy foods and 
creating conditions in which citizens can valued, appreciated 
and integrated them in their daily routines. The current goal of 
this program is to provide an adequate food intake and 
consequent improvement of the citizens nutritional status, which 
can have a direct impact in the prevention and control of the 
most prevalent diseases at a national level (cardiovascular 
diseases, oncological, diabetes and obesity), and that 
simultaneously allows the country’s economic growth and 
competitiveness in other related sectors like the ones related to 
agriculture, environment, tourism, employment or professional 
qualification (32). 
Following the European trends, Portuguese State intervention to 
ensure the access to healthy foods was more remarked in the 
scope of school nutrition policies. In fact, the evolvement of 
school nutrition policies has been a reflection of Welfare State’s 
reforms in Portugal. School canteens were created on the 
Portuguese First Republic (1910-1926) as a measure of social 
assistance to the children in need. But, at its beginning, the 
Welfare State intervention was indirect, being this social 
support a school associations’ responsibility. Later, during the 
authoritarian regime called “Estado Novo” (1933-1974) and 
with the creation of the National Educational Ministry in 1936, 
the management of school meals’ services became one of its 
competences. During this period the school meals kept their aim 
at supporting low-income families but with very restricted 
coverage. In 1979, the "right to school meals" was expressed 
through the publication of Decree-law n.º 538/79, as a condition 
that State should guaranty, to enable the fulfilment of 
compulsory education. In this decade, besides the social role of 
school meals, the need to provide meals that met healthy 
nutritional standards became also an objective of this program. 
Later, during the 80 and 90’s, the educational competencies 
were moved from government to municipalities, and therefore 
the management of school meals services became a 
municipalities’ responsibility. Also in the 90’s, outsourcing 
trends became a common practice in school canteens 
management. In 2005, was implemented the School Meals 
Generalization Program (Programa de Generalização das 
Refeições Escolares) for primary school students aiming at 
promoting the access to a nutritionally adequate meal at this 
level of education. During the last decade (2000-2010), several 







Health have been implemented with the purpose to regulate 
schools’ food supply (40). Furthermore, in 2009, Portuguese 
government approved the National School Fruit Scheme, an EU 
funded program, with the aiming at promoting fruit and 
vegetables availability within the school environment (41). Thus, 
in Portugal, the State legislative and regulatory actions to 
support healthy eating have been more evident in school 
policies. Also under the action of the Portuguese State in 
matters of food assistance, the Portuguese government 
implemented for the first time in 2009, an Emergency Food 
Program to mitigate the effects of poverty that the implemented 
austerity measures could induce. This transitory program, was 
in force implemented during the Economic Adjustment Program 
and intends to “ensure the distribution of free meals for those 
who needed” (42).  
2. Impact of economic crisis in food consumption – 
Implications for food and nutrition policies 
 
The unemployment rising, wage cuts and taxes increasing, 
resulting from austerity measures, induce constraints on family 
budgets and potentially significant impacts on the household 
food choices. However, only few studies assess the impact of 
these economic and social phenomena on populations’ food 
intake, while providing also disaggregated data according to 
different socioeconomic groups. 
Nevertheless, researches regarding the distribution of 
Portuguese household incomes, conducted during 70 and 80’s, 
give us interesting information for understanding the possible 
changes that might have occurred in food consumption during 
the economic crisis of the 70’s. Some authors have argued that 
during 70s and 80s' economic crisis, periods of remarkable 
reduction on the welfare state intervention in Portugal, 
Portuguese society has acted in a "welfare society" model, 
characterized by strong “networks of relationships of inter-
knowledge, mutual recognition, and mutual help based on 
kinship and community ties, through which small social groups 
exchange goods and services in a nonmarket basis and with a 
logic of reciprocity”. These adaptive mechanisms to compensate 
the deficits in welfare state, were suggested as possible 
mitigation strategies that contributed to the low observed effects 
of the economic crisis in the Portuguese society (43). Indeed, the 
social consequences of economic crisis of 70’s were moderately 
felt. Different studies tried to analyse the composition of 
household income, suggesting that a large part of income came 
from saving accounts, from external private transfers, which are 
basically the remittances of migrant worker and from the small 
holding agriculture. All these alternative sources of income 
worked as a "safety cushion" to the impact of unemployment 
and wages cuts that occurred due to the state economic 
constraints (44). 
More recently, little information is also available regarding the 
impact of the current economic crisis in the food intake of 
population. However, the most recent data from the Portuguese 
Food Balance Sheet, published by Statistics Portugal (INE) 
shows the evolution of food availabilities in the Portuguese 
population during the period 2008 to 2012, coinciding with the 
period of economic crisis period in Portugal. During this period, 
food availability in Portugal suggests a hypercaloric food 
pattern (calorie supply per capita reached in average 3963 kcal) 
between 2008 and 2012, however a marked decrease trend was 
observed since 2010. 
On the other hand, a reduction on the availabilities of “meat, 
fish and diary products” (- 4.0%) and fruit (-10.6%, during 
2009-2012) was observed. In opposition, increased availabilities 
of cereals (+2.1%) and vegetables (+5.8%) (45). If we compare 
data from food supply per capita with the recommendations 
presented in the Portuguese Food Wheel (46), food availabilities 
of “Fruit”, ”Vegetables “ and “Pulses” are below of 
recommendations and food availabilities of “Meat, fish and 
eggs” and “Oils and fats” are above recommendations (45).  
In spite of data suggested by the Food Balance Sheet being 
partially supported by household budget surveys, these data do 
not allow the direct characterization of the food consumption of 
the Portuguese population. In the same way it is not possible to 
assume that the observed changes in food availability during 
this period are a result of current economic crisis. However, the 
decrease of 10.6% in the availability of fruit that was found in 
the 2009-2012 period, should be a issue of concern, because 
Portuguese families may be decreasing the intake of protective 
foods for chronic disease due to their high cost, which are 
already consumed in lower portions when comparing to the 
recommended intake. 
Alongside these data, is also available information on private 
consumption expenditure of Portuguese families, particularly 
with respect to household expenditure on food items. This 
information is collected and frequently updated by Nielsen and 
published by Manuel dos Santos Foundation. This information 
doesn’t allow the direct characterization of food intake in 
Portugal, but gives us some trends that have been occurring on  
consumers food purchasing behaviour. The majority of data are 
available for the period between 2008 and 2013. Data presented 
in table 1, suggest that during 2006 and 2013, an increased trend 
was observed in private consumption expenditure on food items 
in Portuguese families. Similar trends were observed for non-
food goods and services. As for the expenses spent on durables 
goods (cars expenses, home appliances furniture, consumer 
electronics) there was a decrease over the same period. 
However, the interpretation of these data should be cautious 
taking into account that they are related to expenditure and not 
directly to consumption volume. Thus, issues related to food 
prices and the value-added tax (VAT) increases, can explain 
these growing trends in households' private consumption (47). 
Data from annual variation rate in food sales in supermarkets 
and hypermarkets show an increasing trend for expenditure on 
meat between 2008 and 2013. This increasing trend was lower 
for beef, probably because of its higher cost. Also regarding to 
fish sales there is a similar trend. Reductions on the sales of 
seafood were only observed in the most expensive products in 
the market, such as codfish and shellfish. With regard to milk, 
there was an overall decreasing trend. For yoghurts, cookies and 
breakfast cereals - the products that were not considered as 
basic - were those for which there was a smaller increase or 
even a decrease on sales. In general, except for meat and 
seafood, the period between 2010 and 2013 was marked by a 







in sales of various food products assessed in this study (milk, 
yoghurt, cookies, breakfast cereals and beverages) (47). 
However, to obtain the real value of food consumption changes 
over the time it is important to analyse disaggregated data by 
individuals’ socioeconomic status. 
 
Table 1. Families’ private consumption (expenditures) according to percentage of total consumption (Data collected by Nielsen and 
published by Fundação Francisco Manuel dos Santos). 
Adapted from: Fundação Francisco Manuel dos Santos, available on http://www.conheceracrise.com/indicador/150/consumo-privado-
das-familias. 
 
Tabela 2. Variation rate in food sales in supermarkets and hypermarkets 2008-2013 (Data collected by Nielsen and published by 
Fundação Francisco Manuel dos Santos). 
Variation rate in food sales in supermarkets and hypermarkets 
comparing to the previous year 
Year 
2008 2009 2010 2011 2012 2013 
Meat (total – expense amount) --- 4.8 6.3 5.3 6.4 3.0 
    Pork --- 8.9 12.8 12.1 8.2 2.3 
    Poultry --- 12.4 9.0 10.4 8.0 4.3 
    Beef --- 4.6 10.6 -0.7 10.1 2.6 
Seafood (total – expense amount) --- 2.2 4.1 3.4 5.6 --- 
     Codfish --- -0.2 -0.7 3.0 10.0 --- 
     Fresh fish --- 7.4 10.5 9.2 9.3 --- 
     Frozen fish --- 4.5 17.5 8.7 11.0 --- 
     Fresh shellfish --- 3.1 9.0 -5.9 0.1 --- 
Milk (total - volume) 0.4 -3.6 -0.7 -2.5 0.1 -5.8 
     Basic milks 2.0 -3.6 -2.2 -2.1 1.3 -5.9 
     Other milks -6.6 -3.6 6.5 -4.5 -5.7 -5.2 
Yogurt (total - volume) -1.2 2.6 2.7 -0.7 -5.9 --- 
     Basic yogurts 1.0 5.2 7.5 2.8 -7.7 --- 
     Other yogurts  -2.0 1.5 1.0 -2.0 -8.2 --- 
Breakfast cereals (total - volume) 1.9 -1.9 3.4 4.5 1.4 14.2 
     Basic breakfast cereals 8.1 0.7 -2.0 12.9 0.7 -1.4 
     Other breakfast cereals 1.3 -2.2 4.0 3.6 1.5 -6.0 
Cookies (total – volume) 6.2 0.7 1.6 0.8 0.1 0.9 
     Basic cookies 8.5 -0.3 -0.1 3.7 2.6 0.5 
     Other cookies 4.5 1.7 2.9 -1.3 -1.8 -0.6 
Beverages (total - volume) 6.6 4.7 3.2 -0.3 -5.9 9.0 
     Bear -1.8 -1.1 -5.5 -2.2 -7.5 -2.1 
     Wine 11.4 4.6 -1.3 -1.3 -3.3 -3.4 
     Juices and soft drinks 2.3 1.3 3.5 -2.0 -9.2 -3.4 
     Water 6.9 6.2 6.5 1.8 -3.5 0.5 
Adapted from: Fundação Francisco Manuel dos Santos, available on http://www.conheceracrise.com/indicador/150/consumo-privado-
das-familias.  
 
Data from annual variation rate in food sales in supermarkets 
and hypermarkets show an increasing trend for expenditure on 
meat between 2008 and 2013. This increasing trend was lower 
for beef, probably because of its higher cost. Also regarding to 
fish sales there is a similar trend. Reductions on the sales of 
seafood were only observed in the most expensive products in 
the market, such as codfish and shellfish. With regard to milk, 
there was an overall decreasing trend. For yoghurts, cookies and 
breakfast cereals - the products that were not considered as 
basic - were those for which there was a smaller increase or 
even a decrease on sales. In general, except for meat and 
seafood, the period between 2010 and 2013 was marked by a 
decrease or, at least, a slower growth in terms of rate of change 
in sales of various food products assessed in this study (milk, 
yoghurt, cookies, breakfast cereals and beverages) (47). 
However, to obtain the real value of food consumption changes 
over the time it is important to analyse disaggregated data by 
individuals’ socioeconomic status. 
Families’ Private consumption (expenditures) - % 
total consumption 
Year 
2006 2007 2008 2009 2010 2011 2012 2013 
Food items 18.3 18.1 18.4 18.9 18.4 19.1 20.4 21.2 
Durable goods 11.0 10.9 10.4 0.4 9.9 8.3 6.5 6.7 







3. The development of a food and nutrition policy during 
austerity in Portugal 
 
    3.1 The actual social and economic situation in Portugal 
in the austerity age 
 
Facing the current economic crisis, the austerity programmes 
implemented by the Portuguese government (reductions in 
unemployment assistance, reduction in minimum social 
incomes, public sector pay cuts, increases in VAT, increases in 
healthcare charges, increases in social contributions...) 
potentially have significant impacts in inequality and poverty 
indicators' increasing trends (48). Despite the fact that Portugal 
already rank amongst the most unequal countries in the 
Organization for Economic Cooperation and Development 
(OECD), the last European Union Statistics on Income and 
Living Conditions (EU-SILC), showed that financial crisis 
accelerated the income inequality and poverty (49). According to 
EU-SILC, 2012 data showed that 18.7% of Portuguese 
population was at-risk-of-poverty. Moreover, data from 
Eurobarometer (2011) “Monitoring the social impact of the 
crisis: public perceptions in the European Union: Wave 6, 
Analytical Report, Eurobarometer” found that 93% of the 
Portuguese respondents reported that poverty had increased in 
their country over the previous year. Regarding to income 
inequalities indicators, Portugal has seen increases in their 
income inequality (S80/S20) of almost 0.4 percentage points 
during 2009-12. The 20% of the population with the highest 
equivalised disposable income received 6.0 times as much 
income as the 20% of the population with the lowest equivalised 
disposable income. Moreover, Gini coefficient, the main 
indicator of income distribution, had increased 0.5 percentage 
points, during the same period and in 2012 this indicator for 
Portugal was 34.2% (49).  
According to the report of UE, published in 2012, “The 
distributional effects of austerity measures: A comparison of six 
EU countries”, in Portugal was observed a regressive trend in 
the median equivalised disposable income due to the impact of 
austerity measures (48). Indeed, the median equivalised 
disposable income dropped in Portugal during the economic 
crisis, it decreased by 4.4% between 2009 and 2010. 
Furthermore, the reduction in median disposable income was 
more relevant for employed persons (-9.0%) (50). On the other 
hand, the negative effects of cuts in social benefits and pensions 
seems to be more evident in the households with lowest 
incomes (48).  
The high unemployment rates found in Portugal is also an 
alarming problem of concern as a reflexion of the economic 
crisis and its austerity measures. The rates of unemployment, 
long-term unemployment and youth unemployment have 
dramatically increased during the economic crisis. The 
unemployment rate increased from 12.9% to 17.4%, between 
2011 and 2013 (51-54). 
Moreover, government budget in Portugal was extensively 
affected by the economic crisis and, the austerity programs 
implemented also induce cuts on public services expenditures, 
such as in education, health and social security. In Portugal, 
since 2008, spending in healthcare suffered a reduction and, 
between 2009 and 2012, health budget dropped 17.2% (55). 
Additionally, a high proportion of Portuguese respondents 
(44%) also reported that became more difficult to afford general 
healthcare over the last six months of the interview, according 
to data from Eurobarometer collected in 2011 (56). The social 
security budget also decreased of over 5% (57). European 
surveillances also evaluated the impact of economic crisis in 
household conditions to acquire food. Data from Eurobarometer 
collected in 2011, found that 17% of Portuguese respondents 
say that their household “ran out of money during the last 12 
months to pay ordinary bills or buying food or other daily 
consumer items” (56). Likewise, according to data collected by 
OECD Secretariat calculations based from Gallup World Poll 
during 2011-2012, 10.2% of Portugal respondents reported that 
they had no enough money to buy food to meet the household 
needs. Although, this proportion remained practically 
unchanged when comparing to the prevalence found in 2005-
2006 (10.5%) (58). 
    3.2 Household food insecurity as a “new” challenge for 
public health in Portugal  
 
In times of economic crisis in Portugal, food insecurity 
constitutes one of the main public health challenges. Until 
recently, few studies have been conducted regarding household 
food insecurity in Portuguese population. However, since 2011, 
the Directorate-General of Health, in Portugal, implemented an 
annual monitoring system – INFOFAMÍLIA Survey – in which 
household food insecurity was chosen as a good indicator to 
evaluate the impact of economic crisis in the conditions of 
access to food. According to INFOFAMÍLIA data, collected in 
2013, it was observed a high prevalence of food insecurity 
(50.7%), including 33.4% for low food insecurity, 10.1% for 
moderate food insecurity and 7.2% for severe food insecurity 
(Figure 1). However, it is important to take into account that the 
majority of food-insecure households are in low food insecurity 
level, which represents that the household at least had anxiety 
about accessing adequate food or had reduce the quality of their 
food intake, without substantially reduce of their food quantity. 
On the other hand, moderate and severe food insecurity levels 
indicate situations where the quantity of food intake was 
reduced because household could not afford enough food. This 
situation seems to exist in 17.3% of the Portuguese sample 
analysed. Furthermore, results of INFOFAMÍLIA Survey 
suggested that the prevalence of food insecurity was relatively 
unchanged, during the period of analysis (2011-2013).  
According to INFOFAMÍLIA 2013 data, disparities in the 
prevalence of food insecurity was found across Health Region 
and, Algarve and Lisboa e Vale do Tejo were the regions with 
the higher prevalence for food insecurity. The prevalence of 
food insecurity ranged from 45.1% in Norte region to 59.5% in 
Algarve. Several socioeconomic and demographic 
characteristics, at individual and household level, were 
associated with food insecurity in the Portuguese population. A 
higher prevalence of food insecurity was found for female 
respondents, foreign respondents, households with children, 
households of respondents with lower educational levels, 
households with unemployed or housewives respondents, large 
families and households with less number of persons, 







Nevertheless, data provided by this survey, should be 
interpreted with caution. It is worth noting that the concept of 
food insecurity, assessed in this study using a food insecurity 
scale, is based on individual perception concerning to the 
household difficulties in accessing food, which could differ 
when comparing to the real situation of household food 
insecurity. Low food insecurity level, is the most one affected 
by individual perception, because it represents at least the 
individual anxiety about the uncertainty for food access. And in 
the case of Portuguese population, this level represents the 
majority of food-insecure households. Indeed, understanding the 
phenomenon of risk perception by households is essential to 
understand food insecurity phenomenon. It is possible that the 
current economic crisis, and that the individual perception of 
Welfare State erosion could have an impact in the increased 
perceived risk of food insecurity, so that it is important to take 
this into account in the data analysis. On the other hand it is also 
important to understand how Portuguese families are dealing 










Figure 1. Trends in Food Insecurity prevalence in Portugal between 2011and 2013. 
 
    3.3 The national strategy for the promotion of healthy 
eating in Portugal – What challenges? 
 
Food based noncommunicable diseases are already the leading 
cause of death and disease in Western societies, which 
represents large social and economic costs for welfare states. 
European region is one of the most severely affected by diet-
related noncommunicable diseases (cardiovascular disease, 
diabetes and cancer), causing more than 8 of 10 deaths, 
representing around 77% of the total burden of disease (62). 
Furthermore, in most European region countries, overweight 
and obesity affect more than 80% of adult population (1). At 
national level, obesity reaches about 1 million Portuguese adults 
and it is estimated that pre-obesity, which is the preliminary 
stage of obesity, reaches therefore 3,5 million Portuguese adults 
(61, 63).  
In 2011, Portugal began for the first time a national strategy in 
the field of food and nutrition, which was called the “National 
Program for the Promotion of Healthy Eating” (PNPAS), as a 
preventive action for noncommunicable diseases (NCDs), 
aiming at improving the nutritional status of the population, by 
stimulating the physical and economic availability of healthy 
foods and creating conditions in which citizens can valued, 
appreciated and integrated them in their daily routines.  (64). 
The PNPAS was designed in line with strategic guidelines 
presented in the following strategic documents published by 
WHO and EC aiming to support member states in food and 
nutrition policies’ definition: “Global strategy on diet, physical 
activity and health”(WHO, 2004) (65), “European Charter on 
counteracting obesity” (WHO European Region, 2006) (37), “The 
challenge of obesity in the WHO European Region and the 
strategies for response” (WHO European Region, 2007) (66), 
“Action Plan for the Prevention and Control of Non-
Communicable Diseases 2013-2020” (WHO, 2013) (67),  “Health 
2020 - A European policy framework supporting action across 
government and society for Health and well being” (WHO, 
2012) (3), “WHO European Action Plan for Food and Nutrition 
Policy 2014-2020” (WHO European Region, 2013) (1), “Vienna 
Declaration on Nutrition and Non- Communicable Diseases in 
the context of Health 2020 (WHO European Region, 2013) (2), 
and “The Helsinki Statement on the Health in All Policies” 
(WHO, 2013) (68), White Paper on “A Strategy for Europe on 
Nutrition, Overweight and Obesity related health issues” 
(European Communities Commission, 2007) (69) and White 
Paper “Together for Health: A Strategic Approach for the EU 
2008-2013” (European Communities Commission, 2007) (70). 
From the reading of these documents it is possible to frame a set 
of objectives and action guidelines that include: a) monitoring 
food and nutritional status of the population and their social and 
economic determinants and b) multisectoral intervention 
strategies that move away from single interventions for the 
improvement of citizens knowledge and gradually integrate 
regulation proposals about availability and accessibility to 
foods, integrating and mentioning the principle of “health in all 
policies”. Most recently, health policies, mainly food and 
nutrition policies highlighted the importance of disparities 
reduction in the access to high nutritional quality foods to 
ensure physical and economic accessibility for a healthy eating, 
as part of an integrated effort to reduce social inequalities in 
health. In that sense and according to general action guidelines 
of the new action plan for food and nutrition policies of WHO, 







2014-2020” (WHO European Region, 2013) (1), it was suggested 
the growing integration of human rights principles, in particular 
the right to food and the principles of the guaranty of the 
universal access to adequate foods, and therefore equity 
promotion in the proposed strategies. Focused on the “WHO 
European Action Plan for Food and Nutrition Policy 2014-
2020” (WHO European Region, 2013), its four priority 
objectives highlight the need to reduce social inequalities in diet 
and health and the importance to move away from interventions 
focused on transfer of food and nutrition knowledge and skills 
for citizens to interventions that promote food environmental 
changes: “to reduce the risk factors’ exposition for chronic 
diseases that are related to inequalities and that could be 
modified by food intake, through the creation of environments 
that promotes a healthy eating” (1). Committed to the key 
strategic objective to reduce of health inequities, WHO for 
European Region published a policy brief – “Obesity and 
inequities - Guidance for addressing inequities in overweight 
and obesity” – aiming at supporting policy-makers in design, 
implementation and evaluation of interventions and policies to 
reduce inequities in overweight and obesity (28). 
These guidelines and strategic actions proposed by WHO and 
EC were enclosed in the framework of PNPAS and a set of five 
main objectives were defined for the national strategy for the 
promotion of healthy eating in Portugal: a) to increase the 
knowledge about food intake of the Portuguese population as 
well as their determinants and consequences; b) to modify the 
availability of certain types of foods mainly in schools, 
workplaces and other public settings; c) to inform and enable 
citizens to purchase, prepare and store healthy foods, in special 
to the most disadvantaged people; d) to identify and promote 
transversal actions that encourage the consumption in high 
nutritional quality foods in an intersectoral and integrated way 
with other sectors, mainly agriculture, sports, environment, 
education, social security and municipalities; e) to improve the 
qualification and way of control of several professionals that by 
their activity could induce knowledge, attitudes and behaviours 
in the food arena (64).  
However, currently, these new models for food and nutrition 
policies may be not adapted sufficiently to the complex 
situation that some European countries, including Portugal, are 
facing, due to austerity programs implemented. Apart from 
lifestyle changes in modern societies, chronic diseases as 
leading causes of death, were driven by different kind of 
demographic, socioeconomic, and political changes (71). In the 
scope of demographic determinants, population ageing has 
greatly contributed to the burden of chronic disease. Indeed, the 
increased longevity in modern societies is receiving much 
political attention because of its influence on sustainability of 
national economies. However, this situation became even more 
complex in a global and liberal economy and in current 
economic crisis context. The increasing tendency observed in 
the ratio between non-working and working population as well 
as an increase in the ratio between non-healthy and healthy 
population, implies greater expenses on health care and social 
security systems with large implications for national economies. 
In Portugal, total indirect costs of obesity were estimated in 
2002 at 199.8 million of euros. Moreover, mortality contributed 
to 58.4% of this amount (117 million euros) and morbidity 
41.6% (€ 83 million) (72). Taking into account that this study 
conducted in Portugal did not include the pre-obesity costs and 
that in Portugal may be more than 4 million pre-obese, these 
costs may be higher among us (73). Furthermore, interconnection 
between chronic diseases and poverty seems to have strong 
links. Firstly and in particular in high-income countries, chronic 
diseases appear to be more common in the most vulnerable 
groups of population. In fact, there is strong evidence that 
deprived people, whose commonly live in food insecurity 
conditions, have a higher risk of poor health (74-79). Different 
studies has documented an association between socio-economic 
status and health, in which socioeconomically disadvantaged 
groups! have experienced higher mortality and morbidity rates 
for coronary heart disease (80), atherosclerosis, noninsulin 
dependent diabetes mellitus (81, 82), some cancers (83, 84) and 
obesity (7, 85-88). On the other hand, poverty and social exclusion 
can also be intended as consequences of chronic diseases, 
because illness and disability have large implications in lost of 
productivity at work, leading to absenteeism and to 
effectiveness reduction. Thus, interconnection between poverty, 
food insecurity and chronic diseases follows a vicious cycle, as 
represented in Figure 2.  
Actually, in Portugal it has been observed the increasing 
number of citizens with less economic capacity to choose 
healthy foods and at the same time a reduction of state’s ability 
to respond to this situation, due to the austerity measures (6, 59). 
As a result, Portugal is now facing the double burden of chronic 
diseases and food insecurity. Thus, it is understood the 
complexity of current situation and the need for action through 
the implementation of an intersetoral thought and strategy for 
food and nutrition at a medium and long term, under the 
government responsibility, in order to encourage citizens and all 
society to a pro-active action regarding to the prevention and 
disease control, but also contributing to inequalities reduction in 
access to products and services. Our proposal for the design of a 
national strategy for healthy eating promotion, during austerity 
age in Portugal, tries to reconcile international guidelines for the 
implementation of food and nutrition policies with the more 
effective interventions based on the best scientific evidence to 
improve populations' health status, respecting at the same time 
the particularities of national context regarding to ongoing 
political, economic, social and demographic changes. Figure 3 
represents framework of a food and nutrition action plan. 
As stated in “Health 2020 - A European policy framework 
supporting action across government and society for Health and 
well being” (3) and in “WHO European Action Plan for Food 
and Nutrition Policy 2014-2020” (1), health inequities reduction 
should be considered as one of the main goals for the 
Portuguese food and nutrition action plan. To our knowledge, to 
achieve this main goal, the national program for the promotion 
of healthy eating (PNPAS), should include a set of strategic 
lines: 1) provide updated data on food consumption, selecting 
the right indicators to support decision making and using the 
adequate tools to evaluate food consumption of vulnerable 
populations; 2) promote research lines on the best-practices for 
effective interventions on inequalities reduction; 3) highlight the 
importance of the disparities reduction in the access to high 
quality foods, in order to ensure the physical and economic 







empowering individuals and communities; 4) PNPAS should 
take part of an intersectoral action involving all government 
sectors, private sector and civil society, considering the need to 
reduce the risks factor’s exposition for unhealthy diets that are 
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The implementation of an information system is crucial for 
planning, implementation and evaluation of a food and 
nutrition policy. Decision-making and the choice of best 
strategies imply updated and quality data and should be based 
on the best scientific evidence. A food and nutrition policy 
should support nutrition and health surveillance systems, 
which should be able to provide information in a 
systematically and rapidly way, in order to monitor and 
evaluate time trends on food consumption, its determinants 
and consequences, providing as well as disaggregated data by 
socioeconomic, demographic and geographic factors. 
Moreover, it is essential to define indicators in order to make 
monitoring systems more agile (64). Portugal, since 2011, has 
implemented a monitoring and evaluation system of 
household food insecurity of Portuguese population. 
Household food insecurity was considered as an indicator that 
will allow the impact assessment of economic crisis in access 
to adequate foods and, at the same time to identify groups at-
risk for this condition, in order to identify priority 
intervention groups. In addition, it is important to promote 
research lines on the best practices for effective interventions 
on healthy eating promotion, taking into account the 
inequalities reduction challenge. Few studies have shown the 
effectiveness of strategies for the promotion of healthy eating 
in vulnerable groups. Moreover, some authors have been 
argued that common strategies implemented so far, focused 
on citizens' empowerment are likely to disadvantage those 
from lower socioeconomic status, increasing the social gap in 
health (89-92). Thus, a food and nutrition policy should be able 
to promote research lines in collaboration with universities 
(28). 
Facing this challenge of reducing health inequities, it is clear 
from the strategic documents for food and nutrition policies 
of WHO and EC the need to move away from interventions 
focused on the individual capacitation for food healthy 
choices to interventions that enable changes in food 
environments (1-4). In the last decades, most of interventions in 
the scope of food and nutrition policies have focused on the 
individual responsibility, trying to inform and empower 
citizens for better food choices. However, as we know, these 
kind of interventions are likely to disadvantage those from 
lower socioeconomic status (89-92). Different authors have been 
suggested that “softer interventions”, such as health education 
may be increasing health inequalities (93). Actually, from the 
experience of other public health interventions, such as 
tobacco and road safety and it is well known that regulatory 
interventions were the most effective ones (93). Indeed, 
regulatory interventions may be needed to drive 
environmental changes for healthy eating promotion (94). 
Different strategies have being proposed to promote healthy 
food environments such as: a) regulate unhealthy food 
marketing and advertising; b) implement fiscal policies (price 
reforms with subsidies for fruit and vegetables and taxes for 
unhealthy foods); c) induce reforms on primary production 
and retail sector; e) promote the reformulation of food 
products, f) change food availability in public settings 
(schools, hospitals, workplaces…) and g) urban planning 
regulation in order to promote physical activity (94). Recently, 
different countries have being implemented actions in this 
field, such as fiscal policies that were implemented for soft 
drinks by Denmark and Hungry governments (95). However, 
until now, few regulatory interventions have been 
implemented in Portugal. The change on food availability at 
school environments has been probably the area where 
Portuguese government has had a very active role (40). 
Moreover, the creation of healthy food environments requires 
a broad multisectoral approach in order to establish alliances 
and partnerships among the different government sectors, the 
private sector and civil society. In addition, this multisectoral 
approach should be able to induce policy interventions 
targeting the social determinants of health (28). The need of a 
more intense intersectoral approach is one of the main 
challenges of food and nutrition policies.  
    3.4. Looking for potential areas of intervention in 
Portugal 
 
Taking into account the particularities of national context and 
the recent experience of first years of implementation of 
PNPAS, we will highlight five potential areas of intervention 
addressing the strategic lines previously proposed: 
1) The importance of local government participation – 
The involvement of local government and communities in a 
strategy for populations’ healthy eating promotion is 
essential. To our knowledge, community-based interventions 
could have an important role supporting low-income people 
in the access to a healthy diet. Municipalities and local 
communities and its workforce have a distinctive relationship 
with population, which enable the implementation of 
responses with orientation towards neighbourhoods and 
communities’ needs. These community-based interventions 
should take into account the improvement of local food 
production or even promote the local system connection in a 
sustainable network, encouraging short retail food systems, 
promoting at the same time, local economies development. 
Thus, local food systems should participate in food 
distribution for local institutions, such as schools, social 
canteens, community centres (96, 97).   
2) Create strong networks between local producers and 
consumers – The concept of food self-sufficiency has been 
frequent in political discussion around solutions presented to 
deal with economic crisis. This solution started to be 
emphasized since 2008 food price crisis, both in Portugal and 
internationally. The concept of food self-sufficiency may be 
defined as "the ability of a country to meet food needs of the 
population through domestic production and/or through food 
imports financed by the corresponding exports" (98). However, 
some authors have argued that food self-sufficiency is an 
unrealistic goal in a global food market and in context of 
Common Agricultural Policy. Ensuring food self-sufficiency 
is not a necessary condition to ensure food security, because 
food self-sufficiency may not guarantee access to food for the 
most disadvantaged ones, whose does not have capacity to 
purchase it. Probably, it is a more plausible goal to encourage 
the food chain reformulation, in order to promote the access 
and consumption of local and fresh products, by creating 
stronger networks between local food producers, consumers 







social canteens, and community centres. Portugal has a long 
tradition and abundant natural resources for vegetables 
production, being important encouraging this sector 
participation in the national food security protection and in 
development of national and local economies. 
3) Improve nutritional quality of food assistance 
programs – Until recently, food aid delivered in Portugal is 
provided by private organizations (food banks) and the most 
of distributed products derived from donations from 
individuals, industry and supermarkets. As we can expect is 
difficult to ensure nutritional quality of this donations. 
Nevertheless, Portuguese government implemented in 2009 
an Emergency Food Program that provides funding to create 
more than 900 social canteens, offering hot meals for low-
income people (42). This program represents the first food aid 
program provided by State and it is a temporary program 
implemented during economic crisis. Different from 
European context, in the United States (US), food assistance 
programs have been established under the government 
responsibility, since 1960 decade. Even though, USDA’s 
Food Stamp Program, the largest food assistance program in 
US aiming at reducing household food insecurity, has been 
recognized as having an important implication in increased 
prevalence of obesity among low- income groups (7, 29). In fact 
different studies showed that food aid delivered did not 
achieve nutritional recommendations, and that it is so much 
difficult to design a nutritionally adequate food aid donation 
using only donated foods (99). In that sense, improvement of 
nutritional quality of provided foods by food assistance 
programs should be considered as a priority action of a food 
and nutrition policy. Promote the involvement of public 
health nutritionists in food aid organizations and integrate 
nutrition education courses for participants of food assistance 
programs, providing empowerment on nutrition and domestic 
financial issues, might be important actions to implement. 
4) Mediterranean diet as a sustainable and healthy diet 
pattern – In 2013, Mediterranean diet in Portugal was 
recognized as UNESCO’s Intangible Cultural Heritage of 
Humanity. Mediterranean dietary pattern has been defined as 
an "efficient management of different types of foods and 
cooking techniques that allowed the survival of communities 
around Mediterranean, and at the same time, the result of an 
adaptative cultural and social construction to a certain type of 
environmental conditions and economic situation". 
Furthermore, this dietary pattern is based on simple cooking 
techniques adapted to situations of economic constraints and 
the seasonality of food. Changes in diet patterns of 
Mediterranean regions have been observed as a result of the 
globalization, thus become urgent the implementation of 
measures to protect and promote this heritage food pattern to 
ensure access to healthy foods and a sustainable eating 
pattern, and at the same time, aiming at promoting the 
economic development of the country, by encouraging 
development of areas such as tourism and gastronomy (100). 
The transmission of knowledge and practices related to 
traditional methods of purchasing, preparing, cooking and 
consuming food, typical of Mediterranean diet, should take 
part of initiatives to empower citizens for the promotion of a 
healthy dietary pattern in times of austerity. The increased 
interest for Mediterranean diet by sectors like tourism, culture 
and gastronomy could be an interesting opportunity to engage 
other professionals outside health sector in the establishment 
of protection measures and for promotion of this healthy 
dietary pattern. 
5) Improve public health nutrition workforce capacity – 
Developing strategies to improve qualification and the way of 
action of different professionals that by their activity can 
influence knowledge, attitudes and behaviors on the food 
arena, fostering collaboration between them, are crucial to the 
success of any strategy. At this level it is necessary a double 
intervention. On one hand, it is important to ensure that the 
public health nutrition workforce have skills and capacity to 
improve food environments, providing skills for health 
professionals to act outside health sector according to the 
intersectoral action that a food and a nutrition policy requires. 
It is also essential the development of collaborative 
capabilities of health professionals, in order to acquire skills 
to work together with other professionals and build alliances 
between the different sectors involved in the development of 
health promotion actions aiming at transforming food 
environments. One of the main critics made to the teaching of 
health sciences, in the last few years, is the incapacity of 
graduating professionals with sense of leadership and public 
intervention in society, in particular in areas that determine 
and influence populations' health (101, 102). It is also important 
to take into account that health educators should focus on 
practical messages, providing information on how to 
purchase, prepare and storage healthy food, rather than 
providing nutrition information. Moreover, knowing that 
nutritionists present in the national health system are still 
insufficient to meet the population needs, there is a need to 
capacitate other health professionals that are not experts on 
nutrition. On the other hand, it is important to build 
intervention capacity for professionals external to health 
sector, mainly for professionals that work with vulnerable 
populations, for instance at municipalities and social 
institutions and, at the same time, to promote the participation 
of nutritionists in these public settings. It is important to train 
all professionals, working in these institutions, for the 
importance of healthy eating and of keeping a good 
nutritional status of their users. Local authorities should also 
be targeted for training, as mediators and agents involved in 
the implementation of the national strategy for food and 
nutrition. 
Conclusion and final remarks 
The construction of the Portuguese food policy followed the 
latest models proposed by WHO and EC based on the 
empowerment of citizens and building healthier eating 
environments. However, even these newer models are not 
adapted sufficiently to the scale of change we observed in 
some countries that suffer deep austerity measures. This 
austerity at European level creates a significant number of 
citizens with less economic capacity to choose healthy foods 
and reduce the state's ability to respond. The increase of 
people with less access to quality food and fragile economic 
situation today means increasing cases of obesity and related 







illness and cancer) that are key to the breakdown of the health 
system and also of the whole welfare state. At this crossroads, 
the formula to provide more education to citizens to support 
healthy choices no longer appears to be the main solution. 
And this was the formula adopted for many years by the 
European Food Policies. But with an increasingly resource 
lacking State needs to reinvent itself to meet an increasing 
number of citizens who now make food choices dictated by 
adversity and where the cheapest and most available energy 
can be derived from cheap fats and sugary products. In our 
opinion this reinvention without losing the current matrix 
needs to: a) improve local governance for health and health 
equity, encouraging municipalities’ involvement and of other 
structures that are closer to citizens, in the creation of healthy 
food environments; b) support the most vulnerable groups, 
creating conditions to improve them access to healthy foods 
through the implementation of actions addressing the social 
determinants of health and at the same time improving the 
nutritional quality of food assistance programs; c) empower 
citizens promoting the incorporation of culinary knowledge 
protective of Mediterranean societies that still exist in social 
networks and d) improve workforce capacity for the design 
and implementation of actions for healthy eating promotion. 
Furthermore, it is important to take into account the need of a 
mix of interventions to ensure physical and economic access 
to healthy eating by creating healthy environments and 
empowering individuals and communities, within an 
intersectoral approach based on the best scientific evidence of 
the most effective actions and keeping in mind the need to 
achieve a commitment between public health interest and the 
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To the editor: Western countries, mainly in European 
Region, are facing a sharp increase in the obesity rates 
and other diet-related noncommunicable diseases, with 
the particularity that these diseases have been 
widespread more dramatically among the less educated 
or low-income segments of population (1). It is also 
well known that it represents an economic burden for 
societies, because of its direct costs, as well as, 
through the indirect costs resulting from loss of 
productivity and competitiveness of an unhealthy 
population. Even more, in the context of a Europe in 
economic crisis, the erosion of Welfare States seen in 
some countries, such as the Mediterranean ones, has 
been compromising the State´s ability to guarantee 
populations’ food security, ensuring the “access to 
sufficient, safe and nutritious food to maintain a 
healthy and active life”. Indeed, in Portugal in 2013, 
about 50.7% of Portuguese households are facing 
some degree of food insecurity, meaning that these 
households at least had anxiety about assessing food or 
had reduced the quality of their food intake (2). 
Furthermore, this study also suggests that food 
insecurity is associated with overweight/obesity in 
Portuguese households (3).  
These complex public health problems make necessary 
the implementation of an integrated and cross-
sectional strategy that should be adapted to the 
economic situation. Since 2012, Portuguese 
government, have been developing and implementing 
a national strategy in the field – National Program for 
the Promotion of Healthy Eating (PNPAS) – aiming to 
improve the populations’ nutritional status, by 
stimulating the physical activity and economic 
availability of healthy foods, creating conditions in 
which citizens can value, appreciate and integrate them 
in their daily routines (4). PNPAS was designed in line 
with the most recent policy documents from WHO and 
EC aiming at supporting the implementation of food 
and nutrition policies at national level. Mainly “Vienna 
Declaration on Nutrition and Noncommunicable 
Diseases in the context of Health 2020”(5) and “WHO 
European Action Plan for Food and Nutrition Policy 
2015-2020”(6) that suggest a growing integration of 
human rights principles, in particular the right to 
adequate food and therefore, the health equity 
promotion in the proposed strategies.  
According to our recent experience of these first years 
of implementation of PNPAS and, taking into account 
the particularities of national context, we will present 
briefly five potential interventions trying to design the 
future pathways for the Portuguese food and nutrition 
policy: 
1 - Mapping socio-environmentally vulnerable 
populations almost in real time (monitoring nutritional 
status and their associated factors and mapping food 
environments at local level) – The implementation of a 
national information system to assess populations’ 
nutritional status is essential in order to 
monitor/evaluate time trends, its determinants and 
consequences, providing as well disaggregated data at 
socioeconomic, demographic and geographic levels. 
Moreover, in a Europe in austerity, it is crucial to 
monitor the impact of economic issues in food 
consumption and other related behaviours. 
Surveillances systems should be more agile than in the 
past, by the development and use of simple, sensitive 
and low-cost monitoring tools/instruments enabling 
the assessment of the situation in real time and its 
monitoring over the time. In Portugal, household food 
insecurity was considered as a good indicator to assess 
the impact of economic changes in access to adequate 
foods and at the same time to identify groups at-risk 
for this condition. Indeed, since 2011, a national 
monitoring system of food insecurity situation of the 
Portuguese population – INFOFAMÍLIA Survey - was 
established. Local authorities should be encouraged to 
use this type of tools (household food insecurity scale) 
enabling the mapping of vulnerable populations. 
2 – Promote policy interventions tackling 
socioeconomic and environmental factors that create 
health inequalities, creating conditions to ensure that 
vulnerable populations are less likely to be exposure 
to lifestyle-related risk factors such as unhealthy diet 







the nutritional quality of food assistance programs – 
The implementation of actions with a multisectoral 
approach is required. Indeed, the disparities found 
between different socioeconomic groups among the 
exposure to lifestyle-related risk factors are one of the 
main drivers of the existence of a clear social gap in 
health. To our knowledge and following the 
recommendations presented in the recent WHO report 
on “Obesity and inequities - Guidance for addressing 
inequities in overweight and obesity”, the development 
of policies addressing social inequalities in health 
should include a set of strategies in 3 main areas: 1) 
create healthy food environments (regulate food 
marketing for children, encourage the availability of 
healthy foods in food services of public settings, 
promote the access to healthy foods through fiscal 
policies), 2) act in the structural causes of poverty and 
health inequalities through social protection policies 
and 3) promote/support the establishment and access 
to social networks within communities facilitating the 
social inclusion and the community resilience (7). 
3 - Foster the implementation of interventions at 
regional, local and community level in a national 
strategy for the promotion of healthy eating, 
improving local governance for health equity – Within 
a country, differences in social, economic, political 
contexts are found across different regions. 
Geographical disparities are also seen in local food 
environments. According to INFOFAMÍLIA data, 
large discrepancies were found in food insecurity 
across country region. In 2013, household food 
insecurity ranges from 45.1% in Norte to 59.5% in 
Algarve. This requires the implementation of actions at 
regional, local and community level in the field of 
healthy eating promotion. To our knowledge, 
community-based interventions might have an 
important role supporting low-income people in the 
access to a healthy diet. Municipalities, local 
communities and its workforce have a distinctive 
relationship with population, which enable the 
implementation of responses oriented towards 
communities’ needs.  There is a need to increase and 
improve local services, improving the capacity 
building of its workforce for better responses for food 
insecurity situations. 
4 – Create strong networks between local producers 
and public food services  (educational settings, social 
solidarity institutions, hospitals and other health care 
settings…) – Portugal has a long tradition and 
abundant natural resources for vegetables production. 
Thus, a national strategy for the healthy eating 
promotion should promote the implementation of 
measures in order to ensure the food chain 
reformulation. These measures should be able to 
encourage the access and consumption of local and 
fresh foods, by creating stronger networks between 
local food producers and public food services 
(educational settings, social solidarity institutions, 
hospitals and other health care settings…). 
5 – Empower citizens with food and nutrition 
knowledge, developing strategies for education and 
learning about food, nutrition and cooking and 
promote the workforce capacity of food services 
managers, cooks and others working in food services 
and restaurants through the promotion of traditional 
healthy dietary patterns like the Mediterranean - The 
implementation of actions to empower citizens with 
food and nutrition knowledge should also takes part of 
a national strategy for healthy eating promotion (8). 
However, traditional approaches usually used in 
nutrition education seem to fail in diet’s quality 
improving, mainly in low-income groups. These 
actions should be able to motivate low-income people 
to get involved in this type of health promotion 
initiatives. This means implementing actions that 
move away from messages focused on nutritional 
knowledge to messages focused on food-related skills 
(improving knowledge on how to plan, purchase, 
prepare and storage healthy) and to transmit 
knowledge and practices based on traditional methods 
of cooking of local healthy dietary patterns like the 
Mediterranean. These strategies should be directed 
towards vulnerable populations, children and young 
people, as well as for food services managers, cooks 
and others working in food services and restaurants. 
Indeed, the growing interesting in the promotion of 
Mediterranean diet, due to it recent recognition as 
UNESCO´s Intangible Cultural Heritage of Humanity 
in Portugal, might be an interesting opportunity to 
engage other professionals outside the health sector in 
the establishment of protection measures and for the 
promotion of a healthy dietary pattern.  
There is need to create environmental conditions that 
facilitate individuals to acquire healthy foods and 
empower citizens and communities (especially those 
more vulnerable), within an intersectoral approach 
based on the best scientific evidence of the most 
effective interventions. We believe that our proposals 
adapted to the Portuguese context could give new 
insights for the development of national strategies on 
food and nutrition to be implemented by other 
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enquanto! uma! disponibilidade! limitada! ou,! pelo! menos,! incerta! de! alimentos! suficientes,! seguros! e!
adequados! do! ponto! de! vista! nutricional,! têm! sido! tradicionalmente! pouco! exploradas! e! debatidas! em!
Portugal,!quer!no!meio!académico!quer!no!âmbito!da!discussão!das!políticas!públicas.!!
Recentemente,! diversas! condicionantes! têm! contribuído! para! que! exista! um! maior! interesse! pela!
investigação!nesta!área,!bem!como,!para!que!a!garantia!da!segurança!alimentar!das!populações!seja!um!




mais! prevalentes! nos! dias! de! hoje! (68"73,! 76,! 85).! Por! outro,! este! interesse! é! indissociável! das! expectáveis!
repercussões!que!a!atual!crise!económica!pode!ter!nos!fenómenos!de!pobreza!e!das!desigualdades!sociais!
e,!por!sua!vez,!no!estado!de!saúde!das!populações.!Por!último,!traduz!ainda!a!preocupação!com!a!erosão!
progressiva! do!modelo! de! Estado! Social! que! se! tem! vindo! a! pressentir! nos! países! da! Europa,! quer! por!











Numa! primeira! fase! foram! analisados! os! dados! provenientes! de! um! sistema! de! avaliação! e! de!
monitorização!da! situação!de! segurança! alimentar! da!população!Portuguesa! –! INFOFAMÍLIA:! Estudo!de!
avaliação!da!segurança!alimentar!e!outras!questões!de!saúde!relacionadas!com!condições!económicas!em!
agregados! familiares! portugueses.! Este! sistema! de! informação,! foi! implementado! pela! DGS! em! 2011,!
considerando!as!possíveis!consequências!da!atual!crise!económica!em!Portugal!nas!condições!de!acesso!a!
uma!alimentação!saudável.!Neste!âmbito,!a!insegurança!alimentar,!foi!considerada!como!um!importante!
e! válido! indicador! para!monitorizar! o! impacto! dos! fatores! de! ordem! socioeconómica! nas! condições! de!
acesso!aos!alimentos!por!parte!dos!agregados!familiares!portugueses.!Este!estudo!foi!desenhado!de!modo!
a! permitir! fazer! um! diagnóstico! rápido! da! situação! de! segurança! alimentar! da! população! portuguesa,!








longitudinal,! permitiu! também! uma! monitorização! regular! e! contínua! da! segurança! alimentar! nesta!
amostra!da!população!portuguesa,!no!período!de!tempo!de!2011!a!2013,!período!no!qual!Portugal!esteve!
sob! intervenção!de!um!Plano!de!Assistência! Económica!e! Financeira!do! Fundo!Monetário! Internacional!
(FMI).! Salienta"se! o! facto! deste! sistema! de! monitorização! e! de! avaliação! da! situação! de! segurança!
alimentar! ser!o!primeiro!a! ser! implementado!nesta!área!em!Portugal,! ainda!mais!num!período!de!crise!
económica!em!Portugal.!
!
O!estudo! INFOFAMÍLIA,!utilizou!um! instrumento!de!avaliação!direta!da! situação!de! segurança!alimentar!
dos! agregados! familiares! portugueses! "! uma! escala! psicométrica! de! insegurança! alimentar! adaptada! da!
Escala!Brasileira!de! Insegurança!Alimentar! (32,! 37),!que! foi!desenvolvida! inicialmente!pelo!USDA! (20,! 22"25).!A!
utilização!destes! instrumentos! tem!a! vantagem!de! avaliar! diretamente! este! fenómeno!a! partir! da! auto"
perceção! que! os! indivíduos! detêm! no! que! diz! respeito! à! insegurança! alimentar,! englobando! as! várias!
dimensões! subsequentes! desta! condição.! Assim,! as! perguntas! desta! escala! e! a! sua! ordem! sequencial!
refletem! o! conhecimento! teórico! sobre! o! fenómeno! da! insegurança! alimentar,! permitindo! classificar! os!
agregados! familiares! em! diferentes! graus! de! gravidade! face! a! esta! condição.! Com! este! instrumento,! a!
insegurança! alimentar! é! assim! percebida! nos! seus! vários! níveis,! desde! a! preocupação! futura! de! que! os!
alimentos!venham!a!acabar!antes!que!haja!condições!económicas!suficientes!para!a!sua!aquisição,!o!que!
configura! a!dimensão!psicológica!da! insegurança!alimentar,! passando!de! seguida!para!uma! situação!em!
que! existe! comprometimento! da! qualidade! da! alimentação,! mas! sem! que! se! verifique! uma! restrição!
quantitativa! significativa,! até! chegar! ao! ponto!mais! grave,! em! que! os! agregados! familiares! passam! por!
períodos!concretos!de!restrição!na!disponibilidade!de!alimentos.!São!também!instrumentos!extremamente!





inexistência! de! dados! para! o! contexto! português,! considerou"se! essencial! a! sua! validação! para! a!
população! portuguesa,! de! modo! a! que! fosse! possível! verificar! a! sua! aplicabilidade! nesta! realidade.!
Efetivamente,! até! à! data! não! existe! um! instrumento! validado! para! avaliar! a! situação! de! segurança!
alimentar! especificamente! para! a! população! portuguesa,! pelo! que! se! considerou! relevante! fazer! um!
primeiro! estudo! de! validação! do! instrumento! utlizado! pelo! estudo! INFOFAMÍLIA.! Neste! âmbito,! foram!
encontrados!níveis!aceitáveis!para!a!consistência!interna!da!escala!de!insegurança!alimentar!utilizada.!Os!
resultados! deste! estudo! também! apontam! para! uma! boa! validade! externa! da! escala,! uma! vez! que! se!








capita,! nível! educacional! do! inquirido! e! número! de! elementos! desempregados! do! agregado! familiar.!
Também!foram!encontradas!correlações!entre!o!score!de! insegurança!alimentar!e!a! ingestão!alimentar,!
nomeadamente,! para!o! consumo!de!hortofrutícolas! e! também!com!a! ingestão!proteica,! de!hidratos!de!
carbono,! fibra! e! ácidos! gordos! ómega! 3.! Os! nossos! resultados! estão! em! concordância! com! alguns! dos!





os! estudos!que! reportam!uma! forte! influência!do!nível! educacional! dos! indivíduos!e!do! rendimento!do!
agregado!familiar!nas!escolhas!alimentares,!em!particular!para!os!alimentos!que!possuem!um!preço!mais!
elevado!tais!como!os!hortofrutícolas!(55,!58,!123).!
Apesar!destes! resultados! sugerirem!a!aplicabilidade!desta!escala!para!a!população!portuguesa,! valerá!a!
pena! referir! que! este! primeiro! estudo! de! validação! de! uma! escala! de! insegurança! alimentar! para! a!
população! portuguesa! foi! realizado! para! uma! amostra! de! tamanho! reduzido,! para! além! de! ter! sido!
realizada!numa!região!geográfica!circunscrita!à!área!metropolitana!do!Porto.!Assim,!a!validação!da!escala!
utilizada!neste!estudo!(INFOFAMÍLIA)!implicará!a!realização!de!novos!estudos,!aumentando!o!número!de!
agregados! familiares! e! a! representatividade! geográfica,! recomendando"se! para! isso! a! utilização! da!
metodologia!e!dos!critérios!de!validação!aqui!testados!pela!primeira!vez.!Considerando!que!o!instrumento!
que!se!pretende!validar!é!utilizado!para!identificar!situações!de!insegurança!alimentar,!fará!ainda!sentido!
que! estes! estudos! futuros! sejam! também! realizados,! especificamente,! em! amostras! da! população!
portuguesa! de! agregados! familiares! em! situação! de! vulnerabilidade! socioeconómica! e,! nestes! casos,! a!
utilização!de!abordagens!metodológicas!qualitativas!poderá!representar!uma!mais"valia.!!
!
Os! dados!mais! recentes! do! estudo! INFOFAMÍLIA,! referentes! ao! ano! de! 2013,!mostram! que! a! amostra!
estudada! apresentava! uma! elevada! percentagem! de! agregados! familiares! em! situação! de! insegurança!
face! à! alimentação! "! insegurança! alimentar! (50,7%).! Porém,! importa! realçar! que! destes! agregados!




qualidade! da! alimentação.! Para! além! disso,! os! níveis! de! insegurança! alimentar! moderada! ou! grave!








que!ocorre! redução!quantitativa!de!alimentos!ou! rutura!nos!padrões!alimentares! resultante!da! falta!de!
acesso!a!alimentos!entre!os!adultos!do!agregado!familiar!"!e!de!insegurança!alimentar!grave!"!situação!em!
que!ocorre! redução!quantitativa!de!alimentos!ou! rutura!nos!padrões!alimentares! resultante!da! falta!de!
alimentos!entre!as!crianças!do!agregado!familiar!(37).!De!acordo!com!este!estudo!e,!tendo!também!como!
referência! os! dados! obtidos! para! o! ano! de! 2013,! verificou"se! que! 17,3%! dos! agregados! familiares!
portugueses!na!amostra!estudada!se!encontravam!nestes!níveis!mais!extremos!de!insegurança!alimentar!
(insegurança! alimentar!moderada! ou! grave).! De! notar! ainda,! tal! como! os! resultados! demonstram,! que!




comparada! com! os! resultados! de! outros! estudos! já! realizados! em! Portugal! acerca! deste! assunto.! Em!
Portugal,!apesar!da!informação!existente!nesta!área!ser!parca,!o!estudo!pioneiro!sobre!esta!problemática!
foi! conduzido! pelo! Instituto! Nacional! de! Saúde! Dr.! Ricardo! Jorge,! em! 2003! "! “Uma! Observação! sobre!
Insegurança! Alimentar”! "! no! qual! se! verificou! uma! prevalência! de! insegurança! alimentar! de! 8,1%.! No!
entanto!neste!trabalho,!esta!prevalência! foi!estimada!considerando!apenas!a!percentagem!de!agregados!
familiares! que! reportou! alterações! no! consumo! de! algum! alimento! considerado! essencial! devido! a!
dificuldades! económicas! (119).! Esta! questão! foi! também! considerada! no! presente! estudo! (INFOFAMÍLIA),!
tendo"se! verificado! que! em! 27,3%! dos! agregados! familiares,! o! inquirido! referiu! uma! diminuição! do!
consumo!de!alimentos!considerados!essenciais.!Assim,!comparando!estes!dados!com!os!obtidos!no!estudo!
“Uma!Observação!sobre!Insegurança!Alimentar”,!observou"se!um!aumento!substancial!da!prevalência!da!
insegurança! alimentar! em! Portugal! ao! longo! dos! últimos! 10! anos! (cerca! de! 3! vezes! superior)! (124).! A!
prevalência!de! insegurança!alimentar! encontrada!no!estudo! INFOFAMÍLIA! também!se!mostrou! superior,!
comparativamente!aos!resultados!obtidos!através!da!análise!dos!dados!provenientes!do!Quarto!Inquérito!
Nacional!de!Saúde!(2005"2006),!no!qual!se!verificou!uma!prevalência!de!insegurança!alimentar!de!17%!(120).!
Contudo,! importa!referir!que!a!escala!de! insegurança!alimentar!utilizada!no! Inquérito!Nacional!de!Saúde!
não! permite! captar! o! grau! mais! leve! da! situação! de! insegurança! alimentar.! Assim,! tendo! em! conta! as!
diferentes!abordagens!metodológicas!utilizadas,!quer!no!que!diz!respeito!ao!método!de!amostragem,!quer!
no! que! se! refere! aos! instrumentos! utilizados! para! avaliar! a! insegurança! alimentar,! considera"se! pouco!
precisa!a! comparação!entre!os!estudos! já! realizados!em!Portugal.!Mais!ainda,!os!diferentes!períodos!de!
tempo,! caracterizados! por! diferentes! contextos! socioeconómicos! e! políticos! em! Portugal,! nos! quais! os!
estudos! foram! realizados,! podem! justificar! as! discrepâncias! encontradas! na! prevalência! de! insegurança!
alimentar! nos! estudos! analisados.! A! maior! prevalência! de! insegurança! alimentar! encontrada! pelo!
INFOFAMÍLIA,! quando! comparada! com! os! resultados! obtidos! nos! estudos! previamente! realizados! em!










sido! influenciados! pelo! estado! de! preocupação! e! de! incerteza! que! tem! sido! vivenciado! pelos! indivíduos!
face!à! atual! conjuntura.! Por!outro! lado,!o! instrumento!para!avaliar! a! insegurança!alimentar!utilizado!no!
estudo! INFOFAMÍLIA! tem! em! linha! de! conta! todas! as! dimensões! que! o! conhecimento! teórico! sobre! a!
situação! de! insegurança! alimentar! reflete,! permitindo! assim! identificar! também! situações! nas! quais! os!






cuidados! de! saúde! primários! em! Portugal,! supõe"se! que! esta! subamostra! da! população! possa! ter!
características! ligeiramente! distintas! comparativamente! à! população!portuguesa,! o! que!poderá! também!
explicar,!em!parte,!as!diferenças!encontradas.!No!entanto,!não!se!verificam!diferenças!significativas!entre!
os!dados!de!caracterização!socioeconómica!e!demográfica!da!amostra!utilizada!no!estudo!INFOFAMÍLIA!e!a!
mais! recente! caracterização! socioeconómica! realizada! para! a! população! portuguesa! através! dos! dados!
obtidos!pelos!Censos!de!2011.!Destacam"se!algumas!das!características!socioeconómicas!que!se!revelaram!
semelhantes! entre! a! amostra! estudada! e! a! população! portuguesa! e! para! as! quais! se! poderiam! esperar!
encontrar!diferenças!mais!acentuadas.!No!estudo!INFOFAMÍLIA,!verificou"se!uma!percentagem!de! idosos!
de! 21,3%! comparativamente! a! 19%!obtido!pelos! Censos! 2011,! uma!proporção!de! reformados! de! 24,7%!
comparativamente!a!22%!obtido!pelos!Censos!2011,!uma!percentagem!de!população!empregada!de!47,4%!
comparativamente! a! 42%! obtido! pelos! Censos! 2011,! e! uma! taxa! de! analfabetismo! 8,6%,!
comparativamente! aos! 5,2%! obtidos! pelos! Censos! de! 2011! (125).! A! percentagem! de! desempregados!







Os! resultados! provenientes! do! estudo! INFOFAMÍLIA! permitiram! também! avaliar! os! possíveis!









na! amostra! estudada! é! essencial,! pois! permite! compreender! melhor! as! características! dos! agregados!
familiares!que!os!tornam!mais!vulneráveis!a!este!problema!e!ao!mesmo!tempo!porque!permite!ajudar!a!




Foram!encontradas! iniquidades! regionais! para! a! situação! de! insegurança! alimentar! em!Portugal,! sendo!
que! os! agregados! familiares! pertencentes! às! Regiões! de! Saúde! do! Algarve! e! de! Lisboa! e! Vale! do! Tejo!
apresentaram! um! risco! aumentado! comparativamente! aos! agregados! da! Região! de! Saúde! do! Norte,!
Centro! e! Alentejo.! O! contexto! económico,! político! e! social! de! cada! região! pode! claramente! afetar! a!
experiência! de! insegurança! alimentar! vivenciada! pelas! suas! populações.! É! possível! que,! as! regiões! do!
Algarve!e!de!Lisboa!e!Vale!do!Tejo!possam!ter!particularidades!que!em!parte!poderão!justificar!esta!maior!
prevalência!de!insegurança!alimentar!comparativamente!às!outras!regiões!do!país.!Por!um!lado,!sabe"se!
que!estas! são!as! regiões!do!país!onde!se!verificam!taxas!de!desemprego!mais!elevadas!e! também!uma!
maior! proporção! de! famílias! monoparentais! (126,! 127),! características! estas! que! têm! sido! associadas!
positivamente!à! situação!de! insegurança!alimentar!em!outros! trabalhos! já!publicados! (128"132).! Por!outro!
lado,! alguns! estudos! sugerem! que! as! regiões! do! Algarve! e! de! Lisboa! e! Vale! do! Tejo! apresentam! um!
elevado!número!de!populações! imigrantes,!resultante!tanto!dos!fluxos!migratórios! internacionais! (125"127)!
como! das! migrações! internas! em! Portugal! (133).! De! facto,! alguns! estudos! têm! reconhecido! que! as!
populações!migrantes!podem!apresentar!uma!maior!vulnerabilidade!à!situação!de!insegurança!alimentar!
(134,! 135).! Os! movimentos! migratórios! internos! que! ocorreram! nas! últimas! décadas! em! Portugal,!
caracterizados!por!um!êxodo!rural!e!as!consequentes!concentrações!populacionais!nas!zonas!do!litoral!do!
país,! parecem! ter! afetado! de! forma!marcada! as! características! de! vida! destas! comunidades! (136).! Neste!
contexto,! reconhece"se! que! as! relações! de! proximidade! estabelecidas! com! a! família,! amigos! e! vizinhos!
podem!estar!menos!presentes!nas!zonas!mais!urbanizadas!do!país!e!são!também!habitualmente!menos!
comuns! nas! comunidades!migrantes,! o! que! pode! ter! impacto! ao! nível! dos!mecanismos! de! entreajuda!
proporcionados!por!estas!redes! informais!de!apoio!social,!aos!quais!as! famílias!em!situação!de!carência!
económica!ou!em!insegurança!alimentar!muitas!vezes!recorrem!(137,!138).!Na!verdade,!alguns!autores!têm!
sugerido!que!o! isolamento! social! está!associado!positivamente!à! situação!de! insegurança!alimentar!em!
indivíduos! do! sexo! feminino! (139).! Estas! redes! de! apoio! social! poderão,! assim,! ser! mais! frágeis! nas!











do! turismo,! poder"se"á! admitir! por! hipótese! a! sua! influência! no! que! diz! respeito! a! uma! maior!
vulnerabilidade!à!insegurança!alimentar!ou!pelo!menos!a!situações!de!dificuldades!económicas!por!parte!
destas! populações.! Os! dados! para! a! realidade! norte"americana,! identificaram! as! zonas! urbanas! como!
zonas!de!risco!para!a!insegurança!alimentar,!justificada!pelo!impacto!que!a!localização!geográfica!poderá!
ter! no! preço! dos! alimentos,! no! acesso! aos! supermercados! e! no! acesso! a! produtos! frescos! a! um! preço!
acessível!(141).!!





positivamente! a! diferentes! características! socioeconómicas! e! demográficas! dos! agregados! familiares,!
designadamente:! agregados! familiares! dos! inquiridos! do! sexo! feminino;! agregados! familiares! com!
crianças;!agregados!familiares!cujo!inquirido!possui!um!menor!nível!educacional;!agregados!familiares!dos!
inquiridos! com! idades! compreendidas! entre! o! 30! e! os! 64! anos! de! idade;! agregados! familiares! dos!
inquiridos! em! situação! de! desemprego;! agregados! familiares! numerosos! e! os! agregados! familiares! que!
possuem!um!menor!número!de!elementos!a!contribuir!para!o!rendimento!total!familiar.!!
!
Neste! contexto,! um! dos! resultados! que! parece! importante! destacar! prende"se! com! uma! menor!
vulnerabilidade!dos!idosos!para!a!situação!de!insegurança!alimentar.!Na!verdade,!dos!estudos!revistos!na!
literatura! científica,! foi! percetível! que! o! problema! da! insegurança! alimentar! tem! sido!menos! estudado!
para! a! população! idosa,! sendo! que! até! à! data,! poucos! estudos! foram! conduzidos! com! o! objetivo! de!
perceber! de! que! forma! é! que! os! idosos! são! afetados! pelo! problema! da! insegurança! alimentar.! Dos!
trabalhados! analisados,! verificou"se! também! alguma! inconsistência! entre! os! resultados! obtidos,! sendo!
que! alguns! autores! (39,! 142"144)! encontraram! a!mesma! associação! constatada! pela! presente! investigação,!
enquanto!outros! sugerem!um!risco!aumentado!para!a! insegurança!alimentar!nos! indivíduos! idosos! (145).!
Este! resultado! que! aponta! para! os! idosos! como! um! grupo! aparentemente! menos! vulnerável! para! a!
insegurança!alimentar,!faz!pensar!sobre!algumas!das!hipóteses!justificativas.!Parte!da!população!idosa!em!
Portugal!viveu,!no!passado,!em!contextos!de!precariedade!económica!e!social! (146,!147).!Estas!experiências!
do! passado! podem! ter! tornado! estes! indivíduos! mais! capazes! de! se! adaptarem! a! fenómenos! de!
insegurança! económica! e/ou! alimentar.! De! facto,! alguns! estudos! publicados! recentemente! têm!
evidenciado! que! a! capacidade! de! resiliência! a! situações! inesperadas! de! carência! económica! (148),! bem!
como! competências! na! área! da! gestão! da! economia! familiar! (149),! podem! ser! fatores! que! protegem! os!







utilizado! para! avaliar! a! insegurança! alimentar! baseia"se! na! auto"perceção! dos! indivíduos! face! a! este!
fenómeno,! poderá! pensar"se! numa! possível! subestimação! das! respostas! dadas! pelos! idosos.! É! possível!
que!os!idosos!tenham!uma!menor!perceção!do!risco!de!insegurança!alimentar,!comparativamente!à!real!
situação! de! insegurança! alimentar! que! possam! estar! a! vivenciar.! Assume"se! que! a! pobreza! persistente!
pode! conferir! características! aos! indivíduos! ou! agregados! familiares! que! por! um! lado,! podem! dotar! os!
indivíduos!de!capacidades!de!adaptação!face!a!situações!de!insegurança!alimentar!e,!por!outro!lado!pode!
induzir!uma!menor!auto"perceção!do!risco!em!contextos!de!vulnerabilidade.!!
No! entanto,! este! resultado! pode! sugerir! que! a! insegurança! alimentar! nem! sempre! se! encontra!
diretamente! associada! às! variáveis! socioeconómicas,! nomeadamente! ao! rendimento! dos! agregados!
familiares!e!ao!nível!educacional!dos!indivíduos.!Tendo!em!conta!que!os!idosos!portugueses!têm,!de!uma!
forma! geral,! níveis! de! literacia! mais! baixos! e! que! vivem! em! condições! socioeconómicas! mais!
desfavorecidas! (7)! e! contrariamente! aos! dados! encontrados,! seria! de! esperar! que! estes! grupos!
populacionais! apresentassem! níveis! mais! elevados! de! insegurança! alimentar.! Assim,! estes! resultados!




Ainda!no!que!diz! respeito!aos! fatores!associados!à! insegurança!alimentar,!através!dos!dados! recolhidos!
pelo!estudo!INFOFAMÍLIA,!não!foi!possível!obter!alguns!elementos!eventualmente!úteis!para!uma!melhor!
interpretação! dos! resultados,! nomeadamente,! no! que! se! refere! às! variáveis! relacionadas! com! o!
rendimento!do!agregado!familiar.!Apesar!da!inexistência!de!dados!relativos!ao!rendimento!dos!agregados!
familiares,! a! relação! entre! as! variáveis! económicas! e! a! insegurança! alimentar! parece! estar!
consensualmente!descrita!na!literatura!científica!(131,!150).!No!entanto,!vários!estudos!têm!apontado!para!o!
impacto! significativo! que! situações! inesperadas! de! carência! económica,! tais! como! situações! de!
desemprego!súbito,!podem!ter!numa!maior!vulnerabilidade!para!situações!de!insegurança!alimentar!(131,!
141,! 148,! 150).! Um! trabalho! publicado! recentemente! também! sugere! uma! possível! associação! entre! a!
insegurança!alimentar!e!as!capacidades!do!agregado!familiar!para!a!gestão!do!seu!rendimento!total! (149).!
Assim,! estes! trabalhos! dão"nos! pistas! interessantes! para! considerar! que! o! rendimento! do! agregado!





também! importante! refletir! sobre! algumas! das! suas! limitações.! Uma! das! limitações! que! nos! parece!









o! seu! agregado! familiar! e! neste! contexto! este! viés! deve! ser! tido! em! linha! de! conta! como! uma! real!
limitação! destes! instrumentos.! Considerando! a! insegurança! alimentar! como! um! fenómeno! complexo! e!
multifacetado,! a! utilização! de!metodologias! de! carácter! quantitativo! para! a! sua! avaliação! não! permite!
obter! informações! suficientes! que! possibilitem! uma! verdadeira! e! aprofundada! compreensão! deste!
problema,!fatores!associados!e!possíveis!consequências!para!a!saúde.!!
!
Na! sequência! desta! investigação,! face! aos! resultados! encontrados! que! sugerem! que! os! agregados!
familiares!portugueses!com!crianças!possuem!um!risco!aumentado!para!a!insegurança!alimentar!e,!tendo!
em! conta! as! consequentes! implicações! da! insegurança! alimentar! na! ingestão! alimentar! e!




balanço! energético! em! crianças! podem! estar! associados! à! situação! de! insegurança! alimentar! dos!
agregados! familiares,! procurou"se! também! perceber! quais! os! determinantes! sociais,! económicos! e!
ambientais! destes! comportamentos! que! podem! apresentar! uma! possível! relação! com! a! insegurança!
alimentar.!Se!por!um! lado,!a!obesidade!é!determinada!essencialmente!por!um!desequilíbrio!no!balanço!
energético,! as! desigualdades! sociais! na! obesidade! podem! ser! atribuídas! a! uma!distribuição! desigual! de!





principal! avaliar! o! impacto! de! intervenções! de! base! comunitária! de! promoção! de! hábitos! alimentares!
saudáveis!e!de!atividade!física!na!redução!das!desigualdades!sociais!na!obesidade!infantil,!em!crianças!em!
idade!escolar!dos!6!aos!9!anos.!Este!projeto,!apresenta"se!assim!como!um!estudo!piloto,!desenvolvido!por!





nomeadamente! no! que! concerne! ao! consumo! de! hortofrutícolas,! à! ingestão! de! sumos! de! fruta! e! de!








apresentar! uma! menor! frequência! de! consumo! de! hortofrutícolas! e! em! contrapartida! uma! maior!
frequência!de! ingestão!para!os! sumos!de! fruta!e! refrigerantes!e,!eventualmente!um!estilo!de!vida!mais!
sedentário! evidenciado! pelo!maior! número! de! horas! passado! em! frente! a! um! ecrã.! Diversos! trabalhos!
publicados!em!diferentes!países!sugerem!que!padrões!alimentares!constituídos!por!alimentos!de!elevada!
densidade! energética,! bem! como! comportamentos! associados! a! um! estilo! de! vida!mais! sedentário! são!
mais! prevalentes! em! crianças! de! agregados! familiares! em! insegurança! alimentar! ou! de! estratos!
socioeconómicos! mais! baixos! (153"161),! corroborando! assim! os! resultados! obtidos.! O! desequilíbrio! no!
balanço! energético! sugerido! por! estes! resultados! podem! justificar,! em! parte,! a! associação! entre!
insegurança!alimentar!e!obesidade!infantil!descrita!na!literatura!(162"165).!
Os! dados! obtidos! pelo! estudo! INFOFAMÍLIA! também! parecem! corroborar! esta! associação! entre!
insegurança! alimentar! e! obesidade.! Na! amostra! estudada! no! INFOFAMÍLIA,! a! insegurança! alimentar!
apresentou"se! como! um! potencial! preditor! para! a! pré"obesidade! ou! obesidade,! após! o! ajuste! para! o!
possível!efeito!confundidor!das!diferentes!variáveis!socioeconómicas!e!demográficas.!Porém,!apesar!de!se!
ter!constatado!a!existência!de!uma!associação!positiva!entre!a! insegurança!alimentar!e!a!prevalência!da!
obesidade,! também! o! baixo! peso! dos! indivíduos! inquiridos! está! fortemente! associado! à! situação! de!
insegurança! alimentar,! nomeadamente! quando! são! analisados! os! níveis!mais! extremos! da! insegurança!
alimentar!–!insegurança!alimentar!moderada!ou!grave.!Por!um!lado,!a!prevalência!da!obesidade!associada!
à! insegurança!alimentar!parece!refletir!o!grau!mais! ligeiro!da! insegurança!alimentar,!no!qual!ocorre!um!
comprometimento! da! qualidade! da! alimentação! ou! apenas! se! verifica! uma! preocupação! ou! incerteza!
quanto! ao! acesso! aos! alimentos! no! futuro.! Por! outro,! a! insegurança! alimentar! quando! associada! a!
indivíduos! com! baixo! peso! reflete! o! grau! mais! extremo! da! insegurança! alimentar,! que! neste! sentido!
corresponde!a!uma!restrição!quantitativa!de!alimentos!(166).!Mais!ainda,!vários!estudos!têm!demonstrado!
que! a! insegurança! alimentar! surge! como! um! importante! fator! de! risco! para! diversas! doenças! crónicas!
associadas! a! hábitos! alimentares! inadequados,! nomeadamente! para! a! diabetes!mellitus,! hipertensão,!







de!elevado!valor!nutricional! (hortofrutícolas)!e!diversos! comportamentos!parentais! face!às!atitudes!das!








Recentemente,! diversos! trabalhos! têm! procurado! perceber! a! relação! existente! entre! obesidade! e!
insegurança! alimentar.! O! preço! elevado! dos! alimentos! de! elevado! valor! nutricional! e! por! outro! lado! a!
disponibilidade!no!mercado,!cada!vez!maior,!de!alimentos!de!elevada!densidade!energética!a!um!preço!





Também! o! ambiente! familiar! assume! um! papel! preponderante! no! que! se! refere! a! comportamentos!
alimentares!saudáveis!e!de!atividade!física!por!parte!das!crianças.!Tanto!o!comportamento!alimentar!dos!
pais! como! as! práticas! parentais! educativas! face! à! alimentação! das! crianças!mostraram"se! associados! à!
situação! de! insegurança! alimentar! dos! agregados! familiares.! Os! agregados! familiares! em! insegurança!




relativas! à! alimentação! e! a! hábitos! de! atividade! física.! Assim,! o! envolvimento! parental! deve! estar!
contemplado! nas! intervenções! que! tenham! como! objetivo! a! redução! das! desigualdades! sociais! na!
obesidade! infantil.! Capacitar! os! pais! para! a! modificação! do! ambiente! alimentar! familiar,! através! da!
utilização! de! estratégias! de! educação! alimentar! mais! adequadas! e! servindo! como! modelos! do!
comportamento!alimentar!e!de!outros!comportamentos!associados!a!um!estilo!de!vida!saudável,!parece!




um! impacto! positivo! na! redução! das! desigualdades! no! acesso! a! uma! alimentação! adequada! e,!
consequentemente,!na!obesidade!(151,!172).!
!
Considerando! a! elevada! prevalência! de! insegurança! alimentar! na! amostra! estudada,! a! inerente!
complexidade!deste! fenómeno!e!as!suas!consequentes! implicações!ao!nível!do!consumo!alimentar!e!do!
estado! de! saúde! das! populações,! a! presente! investigação! procurou! também! explorar! de! forma! mais!
















insegurança! alimentar.! Procurou"se! identificar! e! compreender! os! fatores! subjacentes! às! escolhas!
alimentares! destes! grupos! populacionais,! bem! como,! os! significados! e! importâncias! atribuídas! a! estes!
comportamentos.!Por!fim,!pretendeu"se!também!explorar!os!constrangimentos,!prioridades!e!estratégias!
de! adaptação! e! de! mitigação! utilizadas! para! fazer! face! à! insegurança! alimentar.! Se! por! um! lado! o!
INFOFAMÍLIA! e! mais! concretamente! a! utilização! de! escalas! psicométricas! de! insegurança! alimentar!
parecem! ser! uma! ferramenta! de! diagnóstico! importante! para! a! identificação! do! problema! e! dos! seus!
principais! determinantes! e! grupos! de! risco,! estas! ferramentas! não! permitem! perceber! o! seu! impacto!
efetivo!no!que!diz!respeito!ao!consumo!alimentar!das!populações!em!situação!de!insegurança!alimentar!e!
suas! consequentes! repercussões! ao! nível! da! saúde,! nem! permitem! obter! uma! compreensão! das!
estratégias! de! adaptação! e! de! gestão! adotadas! para! fazer! face! a! estas! situações.! A! obtenção! de!
informação! relacionada! com! o! comportamento! de! consumo! alimentar! e! das! estratégias! utilizadas! por!
estas! populações! para! ajudar! a! mitigar! o! problema! da! insegurança! alimentar! poderá! dar"nos! novas! e!






em! Portugal! numa! perspetiva!mais! holística.! Resultante! da! análise! das! diferentes! estratégias! adotadas!
pelos!agregados! familiares!para! lidar! com!a! insegurança!alimentar,!parece!evidente!que!o!problema!da!
insegurança!alimentar!em!Portugal!está!essencialmente!associado!a!adaptações!nos!padrões!alimentares!
que! parecem! comprometer! a! qualidade! da! alimentação,! ao! mesmo! tempo! que! situações! em! que! se!
verificaram! restrições! quantitativas! severas! na! ingestão! alimentar! parecem! menos! frequentes.! Não!
















O! acesso! a! alimentos! de! elevado! valor! nutricional! parece! estar! diminuído! nestes! grupos! populacionais,!
sugerindo! assim! o! comprometimento! da! qualidade! da! alimentação! nos! indivíduos! em! situação! de!
insegurança!alimentar.!!
!






mulheres! tendem! também! a! proteger! os! seus! maridos.! Efetivamente! as! estratégias! utilizadas! pelos!
agregados!familiares!para!fazer!face!ao!problema!da!insegurança!alimentar!e!que!parecem!comprometer!
a!qualidade!da!alimentação!dos!indivíduos,!parecem!afetar!de!forma!mais!marcada!as!mulheres,!sendo!o!
papel! de! cuidador!que!os! indivíduos!do! sexo! feminino!desempenham!na! sociedade,! apresentado! como!




os! resultados!obtidos! revelam!que!os!mecanismos!de! entreajuda! e! de! suporte! informal! prestado!pelos!
familiares,! amigos! e! vizinhos! surgem! como! uma! rede! de! suporte! importante! em! contextos! de!
vulnerabilidade! e! que! ajuda! a! atenuar! o! problema! da! insegurança! alimentar,! fazendo! crer! que!
comunidades!mais!coesas!podem!encontrar"se!mais!protegidas!para!esta!situação.!De!facto,!as!sociedades!
dos!países!do!sul!da!Europa!são!caracterizadas!por!uma!forte!coesão!social!(177,!178),!onde!se!verifica!uma!






Na! verdade,! outros! autores! já! refletiram! sobre! o! impacto! que! esta! forte! coesão! social! da! sociedade!














de! mitigação! que! terão! contribuído! para! uma!menor! manifestação! dos! efeitos! da! crise! económica! na!
sociedade!portuguesa!(179).!!
Estas! conclusões! permitem! também! reforçar! uma! das! hipóteses! previamente! apontadas! nesta!
investigação.!Considerando!os!mecanismos!de!entreajuda!resultantes!das!relações!entre!vizinhos,!amigos!
e! familiares! como! uma! estratégia! importante! de!mitigação! para! o! problema! da! insegurança! alimentar,!
julga"se!que!os!agregados!familiares!residentes!nas!regiões!do!Algarve!e!de!Lisboa!e!Vale!do!Tejo!possam!
apresentar!uma!maior!vulnerabilidade!para!a!insegurança!alimentar.!
Estes! diversos! mecanismos! de! entreajuda! e! solidariedade! proporcionados! pela! sociedade! portuguesa,!
apesar!de!estarem!a!contribuir!para!minimizar!as!consequências!mais! severas!da! insegurança!alimentar!
nas! famílias! portuguesas,! considerados! como!mecanismos! compensatórios! à! inexistência! de! um!Estado!
Social! verdadeiramente! atuante,! permitem"nos! tecer! alguns! comentários! sobre! os! principais! riscos!
inerentes! a! estes!modelos!de!organização!da! sociedade! civil.!Dentre! eles,! destaca"se! a! não! garantia! da!
qualidade! dos! “serviços! prestados”,! nomeadamente! as! dificuldades! em! garantir! que! os! alimentos!
oferecidos! pelos! programas! de! ajuda! alimentar! sejam! adequados! do! ponto! de! vista! nutricional.! É!
importante! sublinhar! que! situações! de! crise! económica! não! devem! ser! aproveitadas! como! uma!
oportunidade! de! escoar! o! “lixo! alimentar”! para! os! grupos! mais! vulneráveis! da! população.! Estes!
mecanismos! de! ajuda! criam! dependências! sem! que! se! criem! as! condições! necessárias! para! que! estas!
famílias!possam!melhorar!as!suas!condições!de!vida!e!bem"estar!através!de!medidas!sustentáveis!ao!longo!
do! tempo,! perpetuando"se! assim! a! “transmissão! intergeracional! da! pobreza”! (180)! ou! de! situações! de!
insegurança!alimentar.!
!




como!um!mecanismo! compensatório! para! fazer! face! a! este! isolamento! social.!O! local! de! trabalho! e! as!
relações!sociais! lá!estabelecidas,!assim!como!as!relações!presentes!no!seio!do!ambiente!doméstico,!são!









socialização.! Neste! contexto,! os! estabelecimentos! comerciais! vulgarmente! designados! por! cafés!
constituem!um!lugar!privilegiado!para!este!processo!de!socialização!e!convivialidade.!Na!verdade,!alguns!
resultados!apresentados!neste!estudo!apontam!para!a!existência!de!uma!forte!relação!entre!situações!de!
pobreza! ou! de! insegurança! económica! e! alimentar! e! fenómenos! de! isolamento! social! e! outros! aspetos!
relacionados! com! a! saúde!mental,! com! repercussões! importantes! ao! nível! do! consumo! alimentar! e! de!




idosa.! Os! idosos! destacaram"se! dos! restantes! grupos! entrevistados! em! diversos! comportamentos!
associados!ao!consumo!alimentar!e!também!no!que!diz!respeito!às!suas!perceções!relativamente!ao!risco!
de! insegurança! alimentar.! O! isolamento! social! comum! entre! os! idosos! que! vivem! sós! parece! também!
condicionar!uma!falta!de!motivação!para!as! tarefas!domésticas!associadas!à!preparação!e!confeção!dos!
alimentos.! Por! outro! lado,! os! idosos! entrevistados! neste! estudo! mostraram"se! também! bastantes!
conformados!com!a!atual!situação!económica!em!que!vivem,!não!reportando!a!necessidade!de!grandes!
alterações!nos!padrões!habituais!de!consumo.!Tendo!em!conta!a! faixa!etária!em!que!se!encontram!e!a!







Por! último,! contrariamente! à! evidência! que! sugere! a! falta! de! conhecimentos! ao! nível! da! preparação! e!
confeção!de!alimentos!como!uma!barreira!para!uma!alimentação!saudável!nos!grupos!de! indivíduos!de!














implementar! estratégias! políticas! que! visem! garantir! a! segurança! alimentar! e,! estamos! em! crer! que! os!
dados! aqui! apresentados! poderão! ajudar! a! definir! o! caminho! a! seguir! para! a! definição! estratégica! das!
medidas!a!implementar.!!
!
À! luz! destas! considerações! e! dos! principais! contributos! da! presente! investigação! no! que! diz! respeito! à!
problemática! da! insegurança! alimentar! na! população! portuguesa,! enunciam"se! algumas! das! linhas! de!
orientação!que!se! julgam!essenciais!na!definição!de!estratégias!na!área!da!alimentação!e!da!nutrição!e!
que! tenham! como! objetivo! central! reduzir! as! desigualdades! sociais! no! acesso! a! uma! alimentação!








Apesar! do! direito! humano! à! alimentação! estar! presente! originalmente! na! Declaração! Universal! dos!







dever! do! Estado(183).! Também! Amartya! Sen,! uma! referência! para! a! discussão! de! questões! como! a!
economia,! pobreza! e! desigualdades,! defendeu! o! papel! do! Estado! na! garantia! do! direito! humano! à!
alimentação,!sugerindo!que!as!“carências!alimentares”!surgem!em!resultado!de!uma!falha!da!intervenção!
do!Estado!ao!nível!da!garantia!e!concretização!dos!demais!direitos!sociais!(174).!!
Importa! sublinhar! que! o! direito! humano! à! alimentação! adequada,! consagrado! a! nível! internacional! no!
Artigo!25.º!da!Declaração!Universal!dos!Direitos!Humanos,!em!1945!(118),!não!está,!até!à!data,!diretamente!
vinculado! juridicamente! a! nível! nacional! em! nenhum! país! europeu.! Contudo,! o! novo! e! muito! recente!
plano!de!ação!da!OMS!para!as!políticas!de!alimentação!e!nutrição!–!European!Food!and!Nutrition!Action!
Plan!2015c2020!c!sugere!pela!primeira!vez!e!alerta!para!a!necessidade!de!uma!integração!crescente!dos!







estratégias! em! matéria! de! alimentação! e! nutrição,! de! modo! a! garantir! a! equidade! das! estratégias!
propostas!(116).!
Contrariamente!às!tendências!observadas!no!espaço!europeu,!no!Brasil,!a!estratégia!do!governo!no!que!
diz! respeito! à! implementação! de! políticas! públicas! que! visam! a! realização! do! direito! humano! à!
alimentação! adequada! tem! sido! considerada! como! pioneira.! Do! conjunto! de! políticas! e! programas!
públicos!definidos!e!implementados!no!Brasil!para!garantir!a!segurança!alimentar!da!população,!tendo!em!




que! visem! garantir! o! acesso! aos! alimentos,! como! um! pilar! central! da! política! de! segurança! alimentar!
brasileira!(184).!!





A! necessidade! de! uma!maior! intersectorialidade! entre! as! políticas! sociais! e! de! saúde:! a! redução! das!
desigualdades!socioeconómicas!e!dos!diversos!fatores!que!as!condicionam!!
No! contexto! das! políticas! de! alimentação! e! nutrição! em! Portugal,! a! implementação! de! uma! estratégia!
nacional! para! a! promoção! da! alimentação! saudável! foi! recentemente,! no! ano! de! 2012,! incluída! num!
conjunto!de!oito!programas!de!saúde!definidos!como!prioritários!pela!DGS.!Surgiu!assim!em!Portugal,!a!
primeira!estratégia!nacional!em!matéria!de!alimentação!e!nutrição!"!Programa!Nacional!para!a!Promoção!
da! Alimentação! Saudável! (PNPAS)! –! com! a! missão! de! “melhorar! o! estado! nutricional! da! população,!
incentivando! a! disponibilidade! física! e! económica! dos! alimentos! constituintes! de! um! padrão! alimentar!
saudável!e!criando!condições!para!que!a!população!os!valorize,!aprecie!e!consuma,!integrando"os!nas!suas!
rotinas!diárias! (185).!O!PNPAS,!apesar!das!suas!ambições!ao!nível!da!promoção!de!ações!transversais!que!
incentivem! o! consumo! de! alimentos! saudáveis! de! forma! articulada! com! outros! sectores,! como! a!
agricultura,!educação,!segurança!social!e!autarquias,!está!ainda!longe!de!ter!atingido!os!seus!objetivos!em!
prol! da! garantia! da! segurança! alimentar! da! população! portuguesa.! Este! trabalho! de! intersectorialidade!
entre! todos! os! sectores! governamentais! tem! sido! ainda!menos! evidente! quando!particularizado! para! a!
existência!de!um!trabalho!de!colaboração!e!de!ação!conjunta!entre!os!sistemas!de!saúde!e!de!proteção!
social.!!









na!medida!em!parece! falhar!na! sua! capacidade!de! “dotar!os! indivíduos!de! competências!que!quebrem!
com! as! dependências! dos! subsídios! e! promovam! mecanismos! de! inserção! social”! (186).! Na! verdade,! o!
conjunto! de! medidas! que! tem! vindo! a! ser! implementado! no! âmbito! do! sistema! de! segurança! social!
português! e! inclusive! na! área! alimentar,! tem! tido!uma! forte! função! assistencial! ao! tentar! privilegiar! os!
casos!de!forte!necessidade!e!compensar!as!situações!de!carência!que!afetam!os!grupos!mais!vulneráveis!
da!população.!Neste!contexto,!este!modelo!de! intervenção!dominante!das!políticas! sociais!em!Portugal!
tem"se! revelado! pouco! eficaz! ao! nível! da! redução! das! desigualdades! sociais,! na! medida! em! que! não!
permite!uma!plena!garantia!de!igualdade!de!direitos!e!de!oportunidades!nem!proporciona!uma!inserção!
social! efetiva,! contribuindo! assim! para! uma! possível! “transmissão! intergeracional! dos! fenómenos! de!
pobreza!e!exclusão!social”!(180).!!!
Nos! últimos! anos,! em! resultado! das! medidas! economicistas! inseridas! no! Programa! de! Assistência!
Financeira!do!qual!Portugal!foi!alvo!de!2011!a!2014,!tem"se!assistido!a!uma!capacidade!cada!vez!menor!do!
Estado! na! concretização! dos! direitos! sociais! dos! cidadãos,! nomeadamente! uma!menor! intervenção! do!




Os! programas! de! ajuda! alimentar! em! Portugal,! são! uma! realidade! do! sistema! de! proteção! social!
português,! sendo! um! apoio! essencialmente! prestado! pelas! instituições! de! solidariedade! social! e! por!
outras!entidades!da!sociedade!civil.!Estes!programas!preveem!a!distribuição!de!produtos!alimentares!aos!
grupos! da! população!mais! vulneráveis! do! ponto! de! vista! socioeconómico,! sendo! a! grande!maioria! dos!
alimentos!distribuídos!provenientes!do!Programa!Comunitário!de!Ajuda!Alimentar!a!Carenciados!(PCAAC)!
(187),! recentemente! substituído! pelo! Fundo! Europeu! de! Auxílio! aos! Carenciados! (FEAC)! (188),! da!




possibilitam!uma!adequada!conservação!por!um!período!de! tempo!mais! longo!e,!por! isso,! são! também!
geralmente!alimentos!de!elevada!densidade!energética!e!baixo!valor!nutricional!(189,!190).!
Mais! recentemente,!no!ano!de!2011! foi! implementado!o!Programa!de!Emergência!Social,!um!programa!
com!o!objetivo!de!minimizar!as!consequências!mais!severas!das!medidas!de!austeridade!implementadas!
pelo! governo! português! e! impostas,! em!parte,! pelo! Fundo!Monetário! Internacional.! Dentre! as! diversas!
medidas!incluídas!neste!Programa!de!Emergência!Social,!está!incluída!a!criação!de!uma!rede!de!cantinas!







cantinas! sociais! é!mais! uma! vez! uma! responsabilidade! das! instituições! privadas! de! solidariedade! social!
(191).!!
Em!todos!estes!programas!de!ajuda!alimentar,!tem!sido! inexistente!o!envolvimento!do!sector!da!saúde,!
em! prol! da! garantia! da! qualidade! dos! alimentos! distribuídos,! nomeadamente! do! ponto! de! vista!
nutricional.!!
Deste!modo,!anteveem"se!alguns!riscos!deste!modelo!de!intervenção.!A!implementação!de!programas!de!
assistência! alimentar! sem! que! se! assegure! a! qualidade! nutricional! dos! alimentos! fornecidos,! enquanto!
uma!estratégia!que!pode!por!um!lado!estar!a!proteger!as!populações!mais!vulneráveis!de!situações!mais!
extremas!de!dificuldades!no!acesso!a!alimentos,!pode!por!outro! lado!estar!a!contribuir!para!a!oferta!de!
produtos! alimentares! de! elevada! densidade! energética! e! com! baixo! valor! nutricional! e! por! isso! para! a!
existência!de!um!ciclo! interdependente!entre!pobreza!e!obesidade.!Neste!âmbito,!os! riscos! inerentes!a!
estes!modelos!de!intervenção!social,!essencialmente!orientados!para!aliviar!no!imediato!as!repercussões!
da!pobreza!nas!famílias!portuguesas,!não!podem!ser!desconsiderados.!!
Fica! claro! que! uma! grande! maioria! das! medidas! de! proteção! social! que! têm! sido! implementadas! em!
Portugal! têm! permitido! uma! continuidade! dos! fenómenos! de! pobreza! e! de! exclusão! social,! fenómeno!
habitualmente! designado! por! “transmissão! intergeracional! da! pobreza! e! exclusão! social”,! e! podem!
mesmo! estar! a! potenciar! as! desigualdades! sociais.! Somente! a! implementação! de! medidas! focadas! na!
redução!das!desigualdades! sociais! será! capaz!de!permitir! reduzir! ou! reverter!os!problemas! sociais! e!de!
saúde!mais!prevalentes!nas!sociedades!modernas.!Na!verdade,!alguns!estudos!sugerem!que!não!é!o!grau!
de! riqueza!ou!de!desenvolvimento!de!um!país!que!determina!a!prevalência!dos!problemas! sociais!e!de!
saúde! mais! prevalentes! numa! sociedade.! Wilkinson! &! Pickett,! sugeriram! a! de! existência! uma! relação!
positiva!muito!forte!entre!um!índice!de!problemas!sociais!e!de!saúde!e!os!indicadores!de!desigualdade!na!
distribuição! dos! rendimentos! dos! países.! No! entanto,! esta! associação! não! se! verificou! tão! consistente!
quando!foi!avaliada!em!função!do!rendimento!médio!nacional!por!pessoa!dos!diferentes!países.!Importa!





Admite"se! que! o! problema! da! insegurança! alimentar! em! Portugal! exige! uma! ação! concertada! entre! as!
diversas!políticas!públicas,!respeitando!o!princípio!da!OMS!da!“saúde!em!todas!as!políticas”!(195).!É!urgente!
uma! articulação! mais! sólida! entre! as! diversas! políticas! públicas,! nomeadamente,! entre! as! políticas! de!
saúde!e!de!ação!social.!As!políticas!sociais!e!de!saúde!devem!centrar!esforços!num!objetivo!comum,!o!da!
redução!do!peso!das!desigualdades!na!distribuição!de! rendimentos! como!a! solução!preferencial! para!a!








A! implementação! de! uma! política! de! segurança! alimentar! como! uma! estratégia! política! que! visa! a!
concretização! do! direito! humano! à! alimentação! adequada! deve! basear"se! no! princípio! da!
intersectorialidade!entre!as!diferentes!políticas!públicas,!de!modo!a!que!seja!possível!criar!as!condições!




A! promoção! da! saúde! ! e! em! particular! de! uma! alimentação! saudável! através! de!medidas! que! tenham!
como! objetivo! aumentar! a! literacia! dos! cidadãos! na! área! da! alimentação! e! da! saúde! é! claramente!
insuficiente.! Urge! então,! pensar"se! na! necessidade! da! criação! de! ambientes! que! sejam! capazes! de!
promover!a!adoção!de!comportamentos!alimentares!saudáveis.!!
Nos! últimos! anos,! têm! vindo! a! surgir! cada! vez! mais! propostas! no! quadro! europeu! das! políticas! de!
alimentação!e!nutrição!que!tentam!modificar!a!disponibilidade!de!certos!alimentos,!nomeadamente!em!
ambiente!escolar,!laboral!e!outros!espaços!públicos.!Dos!documentos!estratégicos!publicados!pela!OMS!e!





A! implementação! de! estratégias! capazes! de! criar! ambientes! promotores! de! uma! alimentação! saudável!
assume! uma! relevância! ainda!maior! no! âmbito! de! uma! estratégia! que! tem! como! objetivo! promover! a!
redução! das! desigualdades! no! acesso! a! uma! alimentação! saudável.! Sabe"se! que! as! desigualdades! no!
acesso!a!uma!alimentação!saudável!e!na! saúde! resultam!de!uma!desigual!distribuição!de! recursos!e!ao!
nível!de!outros!fatores!de!ordem!social!e!ambiental,!e!por!isso!que!a!implementação!de!estratégias!que!
procurem! reduzir! a! exposição! aos! diversos! fatores! de! risco! para! a! doenças! crónicas! são! aquelas! que!
parecem!apresentar!resultados!mais!satisfatórios!ao!nível!da!redução!das!desigualdades!sociais!no!acesso!
a!uma!alimentação!saudável!e!na!saúde!(151,!197).!!
Exige"se! assim,! cada! vez! mais,! que! as! estratégias! de! promoção! da! saúde! não! assentem! numa!















A! criação! de! ambientes! promotores! de! uma! alimentação! saudável! debate"se! com! o! desafio! da!
modificação!dos!sistemas!alimentares.!O!envolvimento!do!sector!agrícola!e!agroindustrial!e!das!políticas!
públicas!nos!domínios!da!agricultura,!ambiente,!economia!e!alimentação!e!saúde!e!das!políticas! locais!é!
peremptório! para! nortear! a! modificação! dos! sistemas! alimentares! de! modo! a! promover! a! sua!
sustentabilidade!e!também!a!modificação!da!disponibilidade!alimentar.!!
Pensar!no! reinvestimento!na!agricultura!em!prol!da!autossuficiência!alimentar!do!país! será!um!possível!
caminho?! Este! objetivo! parece! fazer! cada! vez! menos! sentido,! no! seguimento! das! transformações!
ocorridas! em! Portugal,! principalmente! após! a! adesão! de! Portugal! à! Comunidade! Europeia.! Estando!
Portugal! inserido! no! contexto! socioeconómico! e! político! do! espaço! europeu! e! considerando! assim! a!
existência! de! um! sistema! económico! de!mercado! aberto,! facilmente! se! percebe! que! a! autossuficiência!
alimentar!será!um!objetivo!difícil!de!concretizar!e!insuficiente!no!contexto!de!uma!política!para!garantir!a!
segurança!alimentar!(200).!!
O! incentivo! à! agricultura! de! pequena! escala! pode! revelar"se! também! pouco! eficaz! num! país! cuja!
população!está!cada!vez!mais!afastada!das!áreas!rurais!e!da!produção!agrícola.!De!facto,!de!acordo!com!os!
resultados! da! presente! investigação,! a! agricultura! de! pequena! escala,! parece! já! não! ser! uma! realidade!
presente! nas! famílias! portuguesas,! nomeadamente! nas! zonas!mais! urbanizadas! do! país,! não! sendo!por!
isso!uma!solução!única!como!já!foi!no!passado!(177)!para!aliviar!situações!de!carência!alimentar.!!
No!entanto,!a!modificação!dos!atuais!sistemas!alimentares!parece!ser!uma!parte!importante!da!solução.!
Assim,! a! este!nível! considera"se! importante!destacar!os!principais!desafios! inerentes! à!modificação!dos!
sistemas!alimentares!que!devem!ser!considerados!em!prol!da!segurança!alimentar:!a)!garantir!uma!maior!
estabilidade! dos! preços! dos! alimentos! no! futuro,! b)! promover! o! encurtamento! dos! sistemas! de!
distribuição! alimentar! de! modo! a! incentivar! o! consumo! de! produtos! locais,! ou! seja,! promovendo!
iniciativas! que! estreitem! as! relações! entre! os! produtores! locais! e! os! consumidores! e! c)! promover! a!
sustentabilidade!destes!sistemas!através!da!proteção!dos!rendimentos!dos!agricultores.!!
A!criação!de!sistemas!de!distribuição!mais!curtos!e!participativos!deve!começar!pelas!próprias!políticas!e!

















A! capacitação!dos! cidadãos!pode! ser! considerada! como!um!dos! valores! centrais! para! a!modificação!de!
atitudes!e!comportamentos!face!aos!alimentos,!uma!vez!que!o!cidadão!deve!ser!considerado!um!sujeito!
ativo! capaz! de! interferir! nos! processos! de! decisão! no! sentido! de! desenvolver! atitudes! pró"ativas! na!
prevenção!e!controlo!da!doença.!
Numa! estratégia! que! tenha! como! objetivo! promover! a! segurança! alimentar! da! população,! é! crucial!
considerar! os! cidadãos! menos! informados! como! o! grupo! prioritário! de! intervenção,! evitando! assim! o!
possível! impacto!que!as! intervenções!de!educação!alimentar,!quando! implementadas!de! forma! isolada,!








A! participação! local! e! a! sua! capacitação! para! intervenção! comunitária! ao! nível! da! redução! das!
desigualdades!sociais!e!para!a!promoção!da!alimentação!saudável!
A! importância! de! reforçar! a! participação! regional! e! local! em! estratégias! de! promoção! da! alimentação!
saudável!que!tenham!como!objetivo!garantir!a!segurança!alimentar!das!populações,!deve!ser!um!objetivo!
a! considerar! na! implementação! de! qualquer! estratégia! a! este! nível.! O! poder! autárquico! tem! a!
particularidade! de! proporcionar! um! ação! de! proximidade! com! as! populações,! permitindo! assim! uma!
intervenção! que! tenha! em! consideração! a! diferenciação! regional! e! local.! Na! verdade,! as! iniquidades!




educação,! saúde!e!proteção! social! para!o!poder! local,! o!que! tem!colocado!as! autarquias!numa!posição!
cada!vez!mais!privilegiada!para!serem!importantes! interlocutores!na! implementação!de!estratégias!para!









que! “Estabelece! o!Quadro! de! Transferência! de! Atribuições! e! Competências! para! as! Autarquias! Locais”,!
que! atribui! aos! municípios! intervenções! próprias! na! Educação,! Património,! Cultura! e! Ciência,! Tempos!
Livres!e!Desporto,!Saúde,!Ação!Social!e!Promoção!do!Desenvolvimento!(203).!!
Mais! concretamente,! no! domínio! da! ação! social,! as! autarquias! tem! vindo! a! implementar! sistemas! de!
proteção!social!e!a!desempenhar!um!papel!cada!vez!mais!decisivo.!Porém,!mais!uma!vez!é!pouco!evidente!
ou! até!mesmo! inexistente! a! integração! de! profissionais! de! saúde! nas! equipas! de! ação! social! locais! ou!
pelos!menos! a! existência! de! intervenção!de! carácter! sectorial! que! envolva! uma! articulação! entre! estes!
dois!sectores!(saúde!e!proteção!social).!
Deve! ser! fomentada! uma! relação! intersectorial! entre! as! autarquias,! as! Unidades! de! Saúde! Pública,!
nomeadamente! com! os! Cuidados! de! Saúde! Primários,! as! instituições! de! solidariedade! social! e! outras!
entidades!da!sociedade!civil.!Destaca"se!o!papel!crucial!que!as!autarquias,!podem!ter!no!âmbito!dos!seus!
sistemas!regionais!de!proteção!social,!ao!nível!do!aprofundamento!da!informação!sobre!fatores!de!risco!e!
de! proteção! em! saúde! e! também! no! diagnóstico! a! nível! local! da! situação! de! segurança! alimentar.!
Reconhece"se! também! a! importância! que! o! poder! local! pode! representar! no! planeamento! e!
desenvolvimento! de! projetos! de! intervenção! de! base! local,! no! âmbito! da! promoção! da! segurança!
alimentar.!
Porém,! dada! a! pouca! tradição! que! existe! no! envolvimento! das! autarquias! em! promover! a! segurança!
alimentar!e!a!saúde!das!suas!populações,!é!necessário!que!haja!também!um!investimento!na!capacitação!




A!capacitação!dos!diversos!profissionais!que!pela! sua!atividade!profissional!possam!contribuir! para! a!
garantia!da!segurança!alimentar!da!população!




mas! que! pela! sua! atividade! profissional! possam! influenciar! consumos! alimentares! a! diversos! níveis,!
nomeadamente,! a! nível! autárquico,! na! área! da! educação! ou! na! área! da! ação! social.! Salientam"se! as!
instituições!de!solidariedade!social,!que!têm!vindo!a!desempenhar!um!papel!cada!vez!mais!preponderante!
na! sociedade,! sendo! responsáveis! pela! prestação! de! cuidados,! nomeadamente! cuidados! alimentares,! a!


















Assim,! são! exigidas! um! conjunto! de! competências! que! muito! provavelmente! vão! além! dos! planos!
formativos! nas! áreas! das! ciências! da! nutrição! e! da! saúde,! nomeadamente! competências! na! área! das!
ciências!sociais,!humanas!e!políticas,!noções!de!ética!e!justiça!social,!capacidade!de!pensamento!crítico!e!
capacidades!colaborativas!e!ao!nível!do!estabelecimento!de!alianças!e!parcerias!(205"207).!Efetivamente,!os!
debates! recentes! sobre! a! formação! dos! profissionais! de! saúde! e! em! particular! dos! nutricionistas,! têm!







Por! fim,!os!resultados!da!presente! investigação!permitem!traçar!alguns!caminhos!para! linhas! futuras!de!
investigação.!!
Considera"se! necessária! uma! contínua!monitorização! da! situação! de! segurança! alimentar! da! população!
portuguesa,!sendo!esta!vigilância!particularmente! importante!no!atual!contexto!de!crise!económica!que!
Portugal! atravessa.! Ainda! a! este! nível! será! essencial! a:! a)! realização! de! novos! estudos! quer! permitam!
validar! a! escala! de! insegurança! alimentar! utilizada! no! estudo! INFOFAMÍLIA;! b)! intensificar! esta!
monitorização! nas! regiões! do! país! onde! se! verificaram! prevalências! de! insegurança! alimentar! mais!
elevadas!(Algarve!e!Lisboa!e!Vale!do!Tejo),!de!modo!a!que!seja!possível!estudar!este!fenómeno!de!uma!










mais! adequadas! e! adaptadas! aos! contextos! locais;! d)! promover! a! realização! de! estudos! de! abordagem!
qualitativa! em!diferentes! contextos! e! que!permitam!uma! compreensão!de! forma!mais! aprofundada!da!
insegurança! alimentar! e! dos! seus! fatores! subjacentes;! e)! a! realização! de! linhas! de! investigação! que!
permitam!compreender!como!é!que!os!idosos!são!afetados!pelo!problema!da!insegurança!alimentar,!dada!
a!pouca! investigação!realizada!até!à!data!nesta!área!e,!por!fim!f)!a!realização!de!estudos!que!permitam!
avaliar! aspetos! relacionados! com! o! consumo! alimentar! de! agregados! familiares! em! situação! de!
insegurança!alimentar!de!modo!a!perceber!o!impacto!destas!situações!no!consumo!alimentar!e!na!saúde.!!
Assumindo!a!necessidade!de!capacitação!dos!profissionais!que!possam!ter!um!papel!a!desempenhar!nesta!
área! de! intervenção,! considera"se! também! indispensável! o! desenvolvimento!no! futuro! de! projetos! que!
permitam! avaliar! as! necessidades! de! formação! na! área! da! promoção! de! uma! alimentação! saudável,!
sobretudo,! naqueles!que!operam!ao!nível! das! autarquias,! das! instituições!de! solidariedade! social! e!dos!
serviços! de! educação.! Ainda! no! âmbito! da! capacitação! para! uma! intervenção! de! qualidade! na! área! da!
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[campos marcados com * são de preenchimento obrigatório] 
 
Os dados contidos neste registo são anónimos e não podem ser tornados públicos de forma individualizada em 
nenhuma circunstância. Serão utilizados apenas com fins estatísticos de saúde pública. 
 
 
Nome da Unidade de Saúde *  
ACES/ULS *  
Região de Saúde *  
Nome do utilizador *  
 
 
Parte 1 – Dados de caracterização 
 
Número (campo automático)   Data da entrevista  
  
1 – Idade  
2 – Género      Feminino               Masculino      
3 – Nível de instrução concluído      Não sabe ler nem escrever 
     Sabe ler sem ter frequentado a escola 
     Ensino Básico - 1º ciclo  
     Ensino Básico - 2º ciclo 
     Ensino Básico - 3º ciclo 
     Ensino Secundário 
     Ensino Superior 
     Desconhecido 
4 – Situação profissional      Activo 
     Doméstica(o) 
     Estudante 
     Reformado 
     Desempregado 
     Desconhecido 
5 - Profissão (se aplicável)  
6 – Distrito de residência  
7 – Concelho de residência  
8 – Área de residência      Rural 
     Urbana 
9 – Nacionalidade      Portuguesa 
     Outra   Especifique________________________________ 








10 – Nº de elementos do agregado familiar  
11 – Estrutura do 
agregado familiar 
Número Género Idade Situação profissional Relação de parentesco 
com o entrevistado 
Nível de instrução 
concluído 
Contribui para o 
rendimento familiar 
       
       
       
       
 
12 – Rendimento 
mensal total do 
agregado familiar 
____________ Se não souber responder, refira o valor aproximado (Salário Mínimo = 485€) 
        Menos de 1SM            De 1 a 2SM         De 3 a 4SM         5 ou mais SM 
 
13 – Valor gasto com as despesas fixas mensais do agregado familiar  
14 – Valor mensal gasto na alimentação  
15 – Compra habitualmente os alimentos para o agregado familiar?*      Sim                Não      
Se não, quem compra? _____________________ 
16 – Confecciona habitualmente as refeições para o agregado familiar?*      Sim                Não      
Se não, quem compra? _____________________ 
17 – A sua família recebe algum tipo de ajuda alimentar?  
18 - Se sim, que 
tipo de ajuda? 
  
Tipo (tipo de alimentos) Quantidade Frequência De quem recebe 
    
    
    
    
    
    
 











Parte 2 – Consumo alimentar - Questionário às 24h anteriores 
 
 
Dia da semana da recolha:____________________    
 
Este foi um dia habitual em termos alimentares?                    Sim               Não 





HORA/ REFEIÇÃO ALIMENTOS/ QUANTIDADE LOCAL COM QUEM 
_ _ : _ _ 
____________ 
   
_ _ : _ _ 
____________ 
   
_ _ : _ _ 
____________ 
   
_ _ : _ _ 
____________ 
   
_ _ : _ _ 
____________ 
   
  :   
____________ 








1. Durante o dia de ontem, considera que a quantidade de comida que comeu foi semelhante, inferior ou superior ao que consume 
habitualmente? 
     Igual à quantidade habitual 
     Inferior à quantidade habitual 
     Superior à quantidade habitual 
     Não sabe 
 
 
2. (Se a resposta à pergunta anterior foi inferior à quantidade habitual) Justifique porquê que durante o dia de ontem comeu 
menos do que o habitual?  
     Estava doente 
     Por falta de dinheiro 
     Não tinha mais comida disponível em casa 
     Foi uma ocasião especial. Especifique ___________________________ 
     Porque foi fim de semana 
     Porque estive muito ocupado(a) durante o dia 
     Não tive fome 
     Estou em dieta 
     Estava aborrecido e/ou ansioso  
      Outra. Especiifque _____________________________________ 
      Não sei 
 
 
3. (Se a resposta à pergunta anterior foi superior à quantidade habitual) Justifiquei porquê que durante o dia de ontem comeu 
mais do que o habitual?  
     Estava com mais dinheiro do que o habitual  
     Estava de férias 
     Foi uma ocasião especial. Especifique ___________________________ 
     Porque foi fim de semana 
     Estava com muita fome 
     Estava aborrecido e/ou ansioso  
      Outra. Especiifque _____________________________________ 




4. Relativamente ao pequeno-almoço do dia de ontem, refira se esta refeição foi semelhante ou não ao habitual? 
        Sim               Não 
Se não, porquê que foi diferente do habitual? ________________________________________________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 










5. Relativamente ao almoço do dia de ontem, refira se esta refeição foi semelhante ou não ao habitual? 
        Sim               Não 
Se não, porquê que foi diferente do habitual? ________________________________________________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 





6. Relativamente ao lanche do dia de ontem, refira se esta refeição foi semelhante ou não ao habitual? 
        Sim               Não 
Se não, porquê que foi diferente do habitual? ________________________________________________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 





7. Relativamente ao jantar do dia de ontem, refira se esta refeição foi semelhante ou não ao habitual? 
        Sim               Não 
Se não, porquê que foi diferente do habitual? ________________________________________________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 























1 – Vou descrever algumas situações que podem ocorrer nos agregados familiares face à alimentaçãp. Indique se alguma 
delas se aplica a si: 
     A alimentação tem sido variada e de acordo com as preferências de todos e em quantidade suficiente 
     A alimentação é suficiente, mas nem sempre variada  
     Algumas vezes a alimentação não é suficiente (por exemplo no final do mês) 
     Frequentemente em casa não há comida suficiente para comer 
     Não sabe  
     Não quer responder 
  
2 - Vou descrever algumas razões que as algumas pessoas usam como explicação para não ter a variedade de alimentos 
desejada. Indique se alguma delas se aplica a si:    
     Não tem dinheiro suficiente para comprar alimentos 
     É muito difícil ter acesso a um local de venda de alimentos 
     Está em dieta para perda de peso 
     Não tem condições para cozinhar adequadamente (por ex. falta de gás,de electricidade ou de algum 
     electrodoméstico) 
     Não é capaz de cozinhar ou comer por problemas de saúde 
     Outra      Especifique_________________________________________ 
     Não se aplica 
 
3-  Vou descrever algumas razões que as algumas pessoas usam como explicação para não ter a quantidade de 
alimentos desejada Indique se alguma delas se aplica a si: 
     Não tem dinheiro suficiente para comprar alimentos 
     É muito difícil ter acesso a um local de venda de alimentos 
     Está em dieta para perda de peso 
     Os alimentos que quer não estão disponíveis 
     Os alimentos de boa qualidade não estão disponíveis 
     Outra      Especifique_________________________________________ 
     Não se aplica 
 
 
4 – Refira com que frequência semanal (número de dias por semana) faz as refeições principais (pequeno-almoço, 
almoço, lanche e jantar). 
     Pequeno-almoço 
     Almoço 
      Lanche 











Parte 4 – Avaliação da compreensão do questionário 
 
 































Leitura e discussão da escala de insegurança alimentar. 
 
Ler as perguntas do questionário, de acordo com a sua sequência, solicitando aos inquiridos a sua opinião a respeito 




Parte 5 – Avaliação do estado nutricional 
 
Peso (kg)  
Altura (m)  





























































































































































































































































quantidade de alimentos nas refeições ou 
deixou de fazer alguma refeição por não 



























































































































































































































































































































































! !!!!Gosta!muito!!!! !!!!Gosta!um!pouco!!!!!Não!gosta!muito!! !!Não!gosta!nada!!!!Nunca!
experimentou!
!!!!!Tomate!  !  !  !  !  !
!!!!!Pepino!  !  !  !  !  !
!!!!!Alface!  !  !  !  !  !
!!!!!Couves!  !  !  !  !  !
!!!!!Espinafre!  !  !  !  !  !
!!!!!Alho!francês!  !  !  !  !  !
!!!!!Feijão!verde!  !  !  !  !  !
!!!!!Cebola!  !  !  !  !  !
!!!!!Cenoura!  !  !  !  !  !
!!!!!Brócolos!  !  !  !  !  !
!!!!!Couvenflor!  !  !  !  !  !









































































































Por! sumos! de! fruta! consideramos! sumos! feitos! a! partir! de! sumos! de! fruta!











































































































































































































































































































































































































































































Para! as! seguintes! questões,! quando! referimos! ver! televisão! estamos! também! a!
considerar!o! tempo!que!a!criança!passa!a!ver! filmes!em!DVDs,!vídeos!e! filmes!no!
computador.!





















































































































































































































































































































































Por! favor,! olhe! com! cuidado! para! as! seguintes! imagens! e! de! seguida! responda! às!
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Este trabalho de investigação, desenvolvido pela Faculdade de Ciências da Nutrição e Alimentação da Universidade do 
Porto tem como objeto de estudo a associação existente entre as desigualdades sociais e o consumo alimentar na 
população portuguesa e para isso pretende caracterizar sob o ponto de vista do comportamento do consumo alimentar 







1 – Idade  
2 – Género      Feminino               Masculino      
3 – Nível de instrução concluído      Não sabe ler nem escrever 
     Sabe ler sem ter frequentado a escola 
     Ensino Básico - 1º ciclo  incompleto 
     Ensino Básico - 1º ciclo  
     Ensino Básico - 2º ciclo 
     Ensino Básico - 3º ciclo 
     Ensino Secundário 
     Ensino Superior 
     Desconhecido 
4 – Situação profissional      Activo 
     Doméstica(o) 
     Estudante 
     Reformado 
     Desempregado 
     Desconhecido 
5- Profissão (se aplicável)  
6 – Distrito de residência  
7 – Concelho de residência  
8 – Área de residência         Rural           Urbana 
9 – Nacionalidade      Portuguesa 
     Outra   Especifique________________________________ 











Número de identificação:     
 
 2 
10 – Nº de elementos do agregado familiar  
11 - Estrutura do agregado familiar 
 
 
Número Género Idade Relação de parentesco 
com o entrevistado 




Contribui para o 
rendimento 
familiar 
       
       
       
       
       
       
12 – Tipologia do agregado familiar         Alargada         Avó com netos         Avô com netos        Avós com netos            Nuclear com filhos 
        Numerosa       Isolado                      Monoparental         Nuclear sem filhos 
13 – Quantas pessoas contribuem para o rendimento familiar?  
14 – Pessoas que não façam parte do AF mas que façam habitualmente 
as refeições neste domicílio? 
 
15 – Rendimento mensal do agregado familiar ____________ Se não souber responder, refira o valor aproximado (Salário Mínimo = 485€) 
        Menos de 1SM            De 1 a 2SM         De 3 a 4SM         5 ou mais SM  
16 – Dia do mês em que recebe o rendimento   
17 – Valor das despesas fixas  
18 – Rendimento social de inserção/ 
Complemente solidário para idosos 
Número Valor da prestação do RSI atribuída Data de atribuição do RSI 
   
   
   
   
   
   
 
19 – As crianças do AF beneficiam do apoio de ação social escolar?        Sim              Não 
20 – A sua família passou por alguma situação inesperada de carência 
económica recentemente? (por exemplo desemprego) 
       Sim              Não 






















         Data de recolha: __/__/____         Dia da semana da recolha:____________________   Dia: 1        2            3         4 
Este foi um dia habitual em termos alimentares?                    Sim               Não 
Se não, o que costuma ser diferente? ______________________________________________________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________  
HORA/ REFEIÇÃO ALIMENTOS/ QUANTIDADE LOCAL COM QUEM 
_ _ : _ _ 
____________ 
   
_ _ : _ _ 
____________ 
   
_ _ : _ _ 
____________ 
   
_ _ : _ _ 
____________ 
   
_ _ : _ _ 
____________ 
   
  :   
____________ 
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Inquirido: Adulto/ Criança 
 
 





1. Das seguintes refeições refira aquelas que faz habitualmente? 
     Pequeno-almoço 
     Almoço 
     Lanche 
     Jantar 
     Outra: ______________________________________ 
 
 
1. Durante o dia de ontem, considera que a quantidade de comida que comeu foi semelhante, inferior ou superior ao que consome 
habitualmente? 
     Inferior à quantidade habitual 
     Igual à quantidade habitual 
     Superior à quantidade habitual 
     Não sabe 
 
 
2. (Se a resposta à pergunta anterior foi inferior à quantidade habitual) Justifique porquê que durante o dia de ontem comeu 
menos do que o habitual?  
     Estava doente 
     Por falta de dinheiro 
     Não tinha mais comida disponível em casa 
     Foi uma ocasião especial. Especifique ___________________________ 
     Porque foi fim de semana 
     Porque estive muito ocupado(a) durante o dia 
     Não tive fome 
     Estou em dieta 
     Estava aborrecido e/ou ansioso  
      Outra. Especiifque _____________________________________ 
      Não sei 
 
 
3. (Se a resposta à pergunta anterior foi superior à quantidade habitual) Justifiquei porquê que durante o dia de ontem comeu 
mais do que o habitual?  
     Estava com mais dinheiro do que o habitual  
     Estava de férias 
     Foi uma ocasião especial. Especifique ___________________________ 
     Porque foi fim de semana 
     Estava com muita fome 
     Estava aborrecido e/ou ansioso  
      Outra. Especiifque _____________________________________ 
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2 – (Para agregados familiares com crianças) Das seguintes refeições refira aquelas que as crianças do agregado familiar 
fazem habitualmente? 
     Pequeno-almoço 
     Almoço 
     Lanche 
     Jantar 
     Outra: ______________________________________  







3 – (Para agregados familiares com crianças) As crianças do seu agregado familiar têm direito a refeições gratuitas na escola? 
        Sim               Não 
                Se sim, especifique: 
     Pequeno-almoço 
     Almoço 
     Lanche 
     Outra: ______________________________________ 
 
4. (Para agregados familiares com crianças)  As crianças do seu agregado familiar usufruem dessas refeições na escola? 
        Sim               Não 
                Se sim, especifique: 
     Pequeno-almoço 
     Almoço 
     Lanche 
     Outra: ______________________________________ 
 
 
5. (Para agregados familiares com crianças)  As crianças fazem habitualmente refeições na escola, mesmo sem terem direito a 
refeições gratuitas? 
        Sim               Não 
                Se sim, especifique: 
     Pequeno-almoço 
     Almoço 
     Lanche 









6. (Para agregados familiares com crianças) De um modo geral considera que as refeições escolares são adequadas e 
saudáveis? 
        Sim               Não 





7. (Para agregados familiares com crianças, que tenham respondido negativamente às perguntas 4 e 5) Porque motivo as 
crianças não almoçam na escola? 
     Preferem rir almoçar a casa 
     Não gostam da comida da escola 
     Por razões de saúde 
     Considero que a alimentação em casa é melhor (em quantidade) para as crianças 
     Considero que a alimentação em casa é melhor (em qualidade) para as crianças 
     Considero que a alimentação em casa é melhor (em quantidade e qualidade) para as crianças 
     Preferem comer uma refeição rápida (snack) num café ou num sncak-bar da escola ou perto da escola 
     Outra: ______________________________________ 
 
8. (Para agregados familiares com crianças, que tenham respondido negativamente às perguntas 4 e 5) Porque motivo as 
crianças não fazem as merendas oferecidas pela escola? 
     Preferem levar o lanche de casa de acordo com aquilo que mais gostam 
     Não gostam do lanche que é oferecido na escola 
     Por razões de saúde 
     Considero que os lanches oferecidos na escola não são bons 
     Considero que os lanches oferecidos na escola não são em quantidade suficiente 
     Outra: ______________________________________ 
 







10 – Habitualmente costuma ir comer fora de casa (restaurantes, cafés, snack-bares, cantinas ou refeitórios)? 
        Sim               Não 
 
11. (Para resposta afirmativa à pergunta número 10) Com que frequência faz refeições fora de casa? 
     Mais de uma vez por dia 
     Uma vez por dia 
     2 a 3 vezes por semana 
     Semanalmente 
     2 a 3 vezes por mês  
     Mensalmente 
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12. (Para resposta afirmativa à pergunta número 10) O consumo fora de casa é mais frequente durante a semana ou aos fins 
de semana? 
        Semana             Fim de semana 
 
13. (Para resposta afirmativa à pergunta número 10) Das seguintes refeições quais aqueles que realiza com maior frequência 
fora de casa? 
     Pequeno-almoço 
     Almoço 
     Lanche 
     Jantar 
     “Snacks” 
     Outra: ______________________________________ 
 
14. (Para resposta afirmativa à pergunta número 10) Que tipo de “restuarantes” utliliza para o consumo fora de casa? 
     Refeições em cantinas e refeitórios 
     Refeições em restaurantes 
     Refeições em cafés ou snack-bars 
     Refeições em restaurantes de fast-food 
     Snacks das máquinas de venda automática 












Preparação das refeições 
1) Quem prepara habitualmente as refeições em sua casa?  
Tem as condições necessárias para cozinhar? Se não, que condições o(a) impedem de cozinhar? Gostava de ter melhores condições? 
A falta de tempo para cozinhar é um problema para si?  
Quando está a cozinhar tem alguns cuidados para conseguir poupar? Que cuidados? 
Gosta de cozinhar? De acordo com a seguinte escala, como classifica o seu gosto por cozinhar? 
 Não gosto nada  Não gosto  Nem gosto nem desgosto  Gosto  Gosto muito 
Considera-se um boa cozinheira? 
 Discordo totalmente  Discordo  Nem concordo nem discordo  Concordo  Concordo totalmente 
 
 
Compra de alimentos 
2) Quem é que compra habitualmente os alimentos para a sua casa? 
Quem escolhe o que comprar e porquê? O que tem em consideração no momento da compra (por exemplo marca, custo, necessidade, 
preferências/gostos)? 
Quando compra tem em consideração as preferências/gostos: 
 Próprio  Filhos/Crianças  Marido  Outros familiares 
 
Em que locais onde compra habitualmente? Porque 
 Hipermercado  Supermercado  Mercearias locais  Hipermercado  Mercados  Outra. Qual?  
 
Compra os alimentos todos no mesmo local? Por exemplo os seguintes alimentos: massa/arroz, batatas, hortícolas, carne, peixe, bolachas, leite, 
batatas fritas, são comprados todos no mesmo local? Se não, porquê?  
Com que frequência vai às compras (de alimentos)? Todos os dias, semanalmente, mensalmente? Existem diferenças na frequência de compra 
em função por exemplo do tipo de alimentos: hortícolas, fruta, carne ou pescado, massa, arroz, pão?  
 
                    Alimento            Frequência de compra               Local de compra 
Hortícolas   
Fruta   
Carne   
Pescado   
Massa/Arroz   
Pão   
Leite   
Bolachas   
Outro: __________________   
 
 
Consegue estimar quanto gasta por semana na compra de alimentos para toda a sua família?   
No momento da compra tem alguns cuidados para tentar gastar menos dinheiro? Que cuidados? 
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Outras formas de aquisição de alimentos 
3) Para além da compra que outras formas utiliza para obter alimentos (por exemplo obter alimentos a partir de produção própria, ajuda de 
familiares)? 
 
Recebe algum tipo de ajuda alimentar (ex: cabaz alimentar oferecido por IPSS, refeições em cantinas sociais)? 
 Sim                Não 
Se sim, que tipo de ajuda? Por exemplo se esse ajuda é sob a forma de refeições (cantinas sociais – almoço ou jantar ou almoço e jantar) ou se 
recebe alimentos (tipo de alimentos, quantidades e com que frequência). E de quem recebe?  
No último mês quanto vezes recebeu alimentos? E o que recebeu? Tudo o que recebeu foi consumido? 
Quais são os alimentos que compra e os alimentos que habitualmente recebe?  
 
Recebe os alimentos que precisa ou que gostaria de receber?  
 
Dificuldades económicas e consumo alimentar/ Barreiras para uma alimentação adequada 
4) Considera que o dinheiro que recebe mensalmente é suficiente para comprar os alimentos necessários? Se não, o que fica lhe faz mais falta? 
O que evita comprar para conseguir gastar menos em alimentação?  
 
5) Fale-me um pouco sobre os seus hábitos alimentares. Considera que a sua alimentação é semelhante ao longo de todo o mês? Ou varia em 
função da altura do mês, por exemplo em função altura em que recebe o seu ordenado? Ao longo do mês sente que tem de modificar as suas 
compras, local onde compra e o que compra para que o dinheiro chegue? 
6) Tem alguns cuidados especiais quando prepara refeições para as crianças? (Apontar os 3 principais cuidados que os inquiridos referirem).  
 
7) O que o(a) impedem de comer bem?  
 
Conhecimentos sobre nutrição/ Consumo indispensável 
8) É importante para si ter uma alimentação saudável? Porquê? Preocuopa-se com aquilo que come? É dificil para si ter uma alimentação 
saudável? Porquê? 
Para si quais são os alimentos que não podem faltar em sua casa? Porquê? 
 
Apoio na área da alimentação 
9) Gostava de mudar alguma coisa na sua alimentação? 
 Sim                Não 
O que gostava de mudar? O que o ajudaria a mudar? O que gostaria de ter?  
Que tipo de apoio/ ajuda gostaria de receber na área da alimentação? O que o(a) ajudaria a comer melhor? 
 
E relativamente à alimentação das crianças do seu agregado familiar, gostava de mudar alguma coisa? 
 Sim                Não 
O que gostava de mudar na alimentação das crianças? O que o ajudaria a mudar a alimentação das crianças? 
 















[Responder às questões 9 a 14 apenas se o respondente indicou, na questão 14 – Parte 1, existirem crianças ou 
adolescentes no agregado familiar com idade até 18 anos] 
 
9 - Nos últimos 3 meses as crianças/adolescentes do seu agregado familiar (idade 
inferior a 18 anos) não conseguiram ter uma alimentação saudável e variada por 
falta de dinheiro?* 
 
    Sim               Não               Não sabe   
10 - Nos últimos 3 meses as crianças/adolescentes do seu agregado familiar tiveram 
de consumir apenas alguns alimentos que ainda tinham em casa por terem ficado 
sem dinheiro?* 
 
    Sim               Não               Não sabe   
11 - Nos últimos 3 meses, no geral alguma criança/adolescente do seu agregado 
familiar comeu menos do que devia por não haver dinheiro para comprar 
alimentos?* 
 
    Sim               Não               Não sabe   
12 - Nos últimos 3 meses foi diminuída a quantidade de alimentos das refeições 
de alguma criança/adolescente do seu agregado familiar por não haver dinheiro 
suficiente para comprar alimentos?* 
 
    Sim               Não               Não sabe   
13 - Nos últimos 3 meses, alguma criança/adolescente do seu agregado familiar 
deixou de fazer alguma refeição por não haver dinheiro suficiente para comprar 
alimentos?* 
 
    Sim               Não               Não sabe   
14 - Nos últimos 3 meses, alguma criança/adolescente do seu agregado familiar 
sentiu fome mas não comeu por falta de dinheiro para comprar alimentos?* 
    Sim               Não               Não sabe   
1 - Nos últimos 3 meses, alguma vez se sentiu preocupado(a) pelo facto dos 
alimentos em sua casa poderem acabar antes que tivesse dinheiro suficiente para 
comprar mais?* 
 
    Sim               Não               Não sabe   
2 - Nos últimos 3 meses, os alimentos em sua casa acabaram antes de ter dinheiro 
para comprar mais?* 
 
    Sim               Não               Não sabe   
3 - Nos últimos 3 meses, os membros do seu agregado familiar ficaram sem dinheiro 
suficiente para conseguirem ter uma alimentação saudável e variada?* 
 
    Sim               Não               Não sabe   
4 - Nos últimos 3 meses, os membros do seu agregado familiar tiveram de consumir 
apenas alguns alimentos que ainda tinham em casa por terem ficado sem dinheiro?* 
 
    Sim               Não               Não sabe   
5 - Nos últimos 3 meses, algum membro adulto do agregado familiar (idade superior 
a 18 anos) deixou de fazer alguma refeição, porque não tinha dinheiro suficiente para 
comprar alimentos?* 
    Sim               Não               Não sabe   
6 - Nos últimos 3 meses, algum membro adulto do agregado familiar comeu menos 
do que achou que devia por não ter dinheiro suficiente para comprar alimentos?* 
 
    Sim               Não               Não sabe   
7 - Nos últimos 3 meses, algum membro adulto do agregado familiar sentiu fome 
mas não comeu por falta de dinheiro para comprar alimentos?* 
 
    Sim               Não               Não sabe   
8 - Nos últimos 3 meses, algum membro adulto do agregado familiar, ficou um dia 
inteiro sem comer ou realizou apenas uma refeição ao longo do dia, por não ter 
dinheiro suficiente para comprar alimentos?* 
    Sim               Não               Não sabe   










1. Nos últimos 3 meses, houve no seu agregado familiar alterações no consumo de 
algum alimento considerado essencial (ex: leite, fruta, legumes, peixe, carne, 
arroz, batata, massa) devido a dificuldades económicas para a sua aquisição?* 
    Sim               Não               Não sabe   
  
2. Vou descrever algumas razões pelas quais as pessoas nem sempre comem o suficiente. Indique se alguma delas se aplica a si:    
     Não tem dinheiro suficiente para comprar alimentos 
     É muito difícil ter acesso a um local de venda de alimentos 
     Está em dieta para perda de peso 
     Não tem condições para cozinhar adequadamente (por ex. falta de gás,de electricidade ou de algum electrodoméstico) 
     Não é capaz de cozinhar ou comer por problemas de saúde 
     Outra. Especifique_________________________________________ 
     Não se aplica 
 
 
3. Vou descrever algumas razões pelas quais as pessoas nem sempre têm os tipos de alimentos que querem ou precisam. Indique 
se alguma delas se aplica a si:  
     Não tem dinheiro suficiente para comprar alimentos 
     É muito difícil ter acesso a um local de venda de alimentos 
     Está em dieta para perda de peso 
     Os alimentos que quer não estão disponíveis 
     Os alimentos de boa qualidade não estão disponíveis 
     Outra. Especifique_________________________________________ 
     Não se aplica 
 
 
4. Nos últimos 3 meses, considera que houve alteração no nº de 
idas ao médico das pessoas do seu agregado familiar, por razões 
de carências económicas?* 
 
  Sem alteração        Diminuiu       Aumentou       Não sabe   
5. Nos últimos 3 meses, houve uma diminuição na compra de 
medicamentos no seu agregado familiar, por razões de carências 
económicas?* 
 
    Sim               Não               Não sabe   
6. Nos últimos 3 meses, houve um aumento das idas ao psiquiatra 
e do consumo de medicamentos por ele prescritos, no seu 
agregado familiar?* 
 
   Sim            Não            Não sabe           Não aplicável   
 
 
 
 
 
!
